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ADVERTISEMENT DEPARTMENT 


BAT RABIES 


For many years we have known that rabies occurs in 
blood sucking or vampire bats, particularly in the tropical 
countries. 


In the past two years, rabies has been found to exist 
in the insectivorous bats of the United States. 


Bat rabies has been reported in Florida, Pennsylvania 
and Texas. To date, none has been reported in Louisiana, 
but it is probably present here. 


Bat rabies occurs in hemophagous, frugivorous and 
insectivorous bats. Rabid bats will attack animals and 
humans. 


The rabies virus isolated from bats is closely related 
serologically to classical strains of rabies virus. As well 
as classical forms, a sub-clinical or latent form of rabies 
infection occurs in which the bat continues to live without 
any apparent departure from normal. 


Since apparently healthy bats in Florida have been 
found to be infected with rabies, persons bitten or scratched 
by bats should attempt to capture or destroy the bat and 
have it examined for rabies. 


If the bat is killed, the attending physician should ask 
the State Board of Health Laboratory to do a mouse inocu- 
lation test. 


Louisiana State Department of Health 


S. J. PHILLIPS, M.D., M.P.H., 
State Health Officer 
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DRINK 


Every Bottle Sterilized 


THE WALLACE HOSPITAL 


W. R. WALLACE, Supt. 
For the Diagnosis and Treatment of Nervous and Mental Diseases, Drug Addiction and Alcoholism. 
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NEOHYDRIN 


AND OF CHLORMERODRIN 


N'ORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN <= 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause Side actions due to widespread enzyme inhibition 
in other organs. 


5 Prescribe NEOHYDRIN in bottles of 50 tablets. 
™) There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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TIMBERLAWN SANITARIUM 
For 


Nervous and Mental Diseases 
Phone Fairdale 2678 DALLAS 1, TEXAS P. O. Box 1769 
* * 


Complete modern facilities for Insulin-shock and Electro-shock therapy, 
under constant medical supervision. Psychotherapy. Occupational ther- 
apy. All other accepted methods of psychiatric treatment. 


NARCOTIC CASES NOT ADMITTED 


THE STAFF 
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TRUSTED MANY MILLIONS OF TIMES 
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Current reports’” describe the increasing incidence of re- 
sistance among many pathogenic strains of microorganisms 
to some of the antibiotics commonly in use. Because this 
phenomenon is often less marked following administration 
of CHLOROMYCETIN (chloramphenicol, Parke-Davis), 
this notably effective, broad spectrum antibiotic is fre- 


quently effective where other antibiotics fail. 


hloromycetin 


Coliform bacilli—100 strains 


up to 43% resistant to other antibiotics; 
2% resistant to CHLOROMYCETIN.! 


Staphylococcus aureus—500 strains 


up to 73% resistant to other antibiotics; 
2.4% resistant to CHLOROMYCETIN.2 


CHLOROMYCETIN jg a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its admin- 
istration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate 
blood studies should be made when the patient requires pro- 
longed or intermittent therapy. 


References 

(1) Kirby, W. M. M.; Waddington, W. S., & Doornink, G. M.: Antibiotics 
Annual, 1953-1954, New York, Medical Encyclopedia, Inc., 1953, p- 285. 
(2) Finland, M., & Haight, T. H.: Arch. Int. Med. 91:143, 1953. 
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Diagnostic and Therapeutic 
Facilities 


® Internal Medicine and 
Gastroenterology 

Surgery 
Gynecology and Obstetrics 
Radiology—X-ray and 
Radium Therapy 
Laboratory and Research 
Departments 
Urology 
Endoscopy 
Otolaryngology-Ophthalmology 
Neuropsychiatry 
Hotel Facilities Available 


Browne-McHardy Clinic 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 e New Orleans, La. 


ELEGANT ACCURACY 


TYCOS DESK ANEROID 


Traditional Tycos accuracy is combined with professional styling and design in 
the TYCOS Desk Aneroid. Beautiful hand rubbed solid walnut case and base 


with satin finished trim. The ivory tinted dial is easy to read and can be 
adjusted to any angle. 


Accurate readings are assured with the dependable TYCOS mechanism. The 
long pointer magnifies slight variations in the pulse wave. Accuracy is checked 
visually by the pointer returning within zero. If ever thrown out of adjustment 
during the 10-year warranty period the manometer only will be readjusted free, 
exclusive of broken parts replaced. 


Exclusive Hook Cuff fits any size adult arm, goes on and off quickly and 
easily. Stainless Steel ribs prevent ballooning. 


EACOCK. 
SURGICAL COMPANY 
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Take Lateral Lumbar 
Radiographs At 
2-Second Exposures 
An X-Ray 
Unit Costing... 


Yes, this wonderful, low-cost Profexray ROCKET-100 
tilt-table unit gives you exposure times up to 400% faster 
than conventional equipment! It lets you take a fetus at 
1 second, a stomach at .3 second. 


That's only one of the exclusive advantages of this latest 
Profexray “first”. It’s not just a new x-ray unit — it’s an 
CCE 7/4 ‘4 entirely new KIND of x-ray apparatus. It steps up your 


—_ x-ray capacity, speeds your radiographic work. And, in 
spite of these “years-ahead” features (offered ONLY BY 
PROFEXRAY ), it COSTS ONLY $2595! 


So — whether you're considering x-ray for the first time, 
planning to trade in your old unit, or thinking of adding 
to your current x-ray equipment — don’t buy until you 
know the full facts about Profexray ROCKET-100. 


Deliveries We made — ws first-served. 


i Louisiana X-Ray Sales Co., 1810 Adams St., 
| P.O. Box 4014, New Orleans 18, La. 


Rush me full details about the exclusive new Profexray ROCKET-100. 
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Variety in taste and texture of foods must 
become the “spice” of a bland diet now 

that your patient can’t have sharp 

seasonings and strongly flavored vegetables. 
These “do’s” will help keep his diet 
tempting to both eye and palate. 


For the “meat” of the meal— 


Suggest that beef, lamb, and poultry be roasted 
or broiled and seasoned with salt and mild herbs. 


Meat patties stay tender when crushed corn flakes 
and a little water are added to the finely ground beef. 
Salt and a hint of thyme or marjoram give savor. 


Fish soufflé—flaked fish in any soufflé recipe— 
is a delicate delight when the top is crisped with 
cracker meal and butter. 


Add the “trimmings” with imagination— 


Vegetables such as string beans, peas, asparagus 
tips, spinach and carrots may be cooked and served 
whole it young and tender. Otherwise they must be 
puréed. Potatoes may be boiled, baked, or mashed. 


Salads of molded gelatin are pretty to look at— 
better to eat. Your patient may like one made of 
strained beets livened with lemon juice, chilled and 
turned out of the mold on shredded tender lettuce. 


Desserts add the final fillip. He can try apple- 
sauce added to whipped lime gelatin, chilled and 
topped with custard sauce. Or for a party touch, 
he can sweeten chilled strained fruit, add a squeeze 
of lemon, and fold into whipped cream or whipped 
evaporated milk. 


These ‘‘diet do's” will help your patient dis- 
cover new combinations of acceptable foods. 
And he'll find his diet can be ample and inter- 
esting without straying from your instructions. 


United States Brewers Foundation 
Beer—America's Beverage of Moderation 


PH—4.3 (averace OF AMERICAN BEERS) 


If you'd like reprints for your patients, piease write United States Brewers Foundation, 535 Fifth Avenue, New York 16, N. Y. 
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2drops 
open airway 


in 2 minutes 


Rapid vasodilating action of Privine 
relieves nasal congestion in a minute or 
two—effect lasts for hours. 


No interference with ciliary 
activity or other mucosal function. 


Isotonic, pH compatible with nasal fluids. 
No epinephrine-like excitation. 


Privine 0.05% Solution in 1-oz. 
bottles with droppers and in pints. 


Privine® hydrochloride 
(naphazoline hydrochloride CIBA) 
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new 
9-city study 
confirms walue 


of 


Pyribenzamine 


in ragweed hay fever 


In the summer and fall of 1953, nine prominent allergists, 
representing every section of the country except 

the West Coast, tested Pyribenzamine in a total of 832 
patients with ragweed hay fever. Tie work of these 

men is significant because of its scope and because it is 
the most recent major study of antihistamines. 


Certain observations are particularly worth noting... 


(PHOTOGRAPHS FROM A STUDY CONDUCTED BY O1BA) 


THE ALLERGIC PATIENT... before and one-half hour after receiving PYRIBENZAMINE 
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.-- Of the 832 patients who were 
given Pyribenzamine, 
only 84 did not obtain some 
degree of symptomatic relief. 


From this study and from previous 
investigations involving thousands of allergic 
patients, one fact is clear: Pyribenzamine 
gives the allergic patient unsurpassed 

benefit with antihistamine therapy. 


Pyribenzamine® hydrochloride 
(tripelennamine hydrochloride CIBA) 


Try Pyribenzamine — the most prescribed 
antihistamine — in hay fever, in every al- 
lergy susceptible to antihistamine therapy. 
Pyribenzamine 25-mg. tablets (coated) and 
50-mg. tablets (scored) both available in 
bottles of 100 and 1000. 


C IBA 


x 
3 
rt 
4 
_ 
4 
4 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION in patient age 65, 
At start of Priscoline therapy; 


ulcer, right leg, x 1%”; 


ulcer, left leg, x Y’’. 
more “ENS! times daily for one week 
bl Se and 25 mg. every three hours 


improvement in 2 weeks 
and healing within 6 weeks. 


No other medication given. 


HYPERTENSIVE ISCHEMIC 
ULCER of right leg in patient 
age 65. Ulceration refractory to 
treatment for 9 months, with 


Increases blood flow to the extremities patient complaining of severe pait 


through a direct vasodilating effect 
on vessel wall, a sympathetic blocking 
effect, and an adrenolytic effect— 


Treated with oral Priscoline, 
50 mg. four times daily for four 
days and 50 mg. every four 


TT hours thereafter. Healing began 
A valuable aid in the treatment 


of peripheral ischemia and its sequelae— 
pain, loss of function, ulceration, 
gangrene, and other trophic manifestations— 


with onset of Priscoline therapy 


and was complete in 10 weeks. 


Priscoline hydrochloride available as 
25-mg. tablets (scored), bottles of 100 and BY COURTESY OF R. 1. LOWENBERG, M.0., 
CONSULTANT IN VASCULAR SURGERY, 


1000; elixir, 25 mg. per 4 ml., in pints; 
10-ml. multiple-dose vials, 25 mg. per ml. , 


Priscoline® hydrochloride (tolazoline hydrochloride c1BA) CIBA 


3/7470 


periphery: 
BEFORE 
AFTER Ww 
a 


ADVERTISEMENT DEPARTMENT 


excretion of water 


the volume of fluid excreted from the body and, 
of equal importance, to effect a removal of water- 
binding sodium ions. 

Salyrgan-Theophylline, established through 
the years as a dependable mercurial diuretic, 
performs both of these functions. 


Clinical response to Salyrgan-Theophylline is 
usually rapid. Within the first day after adminis- 
tration much of the excess tissue fluid is mobilized 
and eliminated. Up to 10 liters may be excreted 


in a twenty-four hour period. Similarly, excre- 
tion of 20 Gm. or more of sodium chloride within 
twenty-four hours after Salyrgan-Theophylline 
has been observed.” 

For removal of edema and ascites in cardiac 
and cardiorenal diseases; nephrosis, and cirrho- 
sis of the liver. 


Salyrgan, brand of mersalyl, trademark reg. U.S. Pat. Off. 


and sodium 


The aim of edema therapy is twofold: to a, 


SUPPLIED: 


Ampuls of 1 cc. and 2 cc. 
— boxes of 10, 25 and 100. 
Tablets — bottles of 100, 
500 and 1000. 


WINTHROP 


Yl 


New Yor 18, N. Y. 


1. Nielsen, A. L., Bechgaard, P., 
and Bang, H. O.: Low-Salt 
Diet in Treatment of Congestive 
Heart Failure. Brit. Med. Jour., 
1:1349, June 16, 1951. 


2. Brown, W. E., and 
Sutherland, C. G.: Control of Edema 
in Pregnancy. GP, 8:65, Nov., 1953. 
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almost this quick... 


Erythroct 


starts to dissolve 


filmtab ... for faster drug absorption 


Now, there’s no delayed action from an enteric coating. The 
new tissue-thin Filmtab coating (marketed only by Abbott) 
starts to disintegrate within 30 seconds after your patient 
swallows it—makes the antibiotic available for immediate 


filmtab ... for earlier blood levels 


Because of the swift absorption, your patient gets high 
blood levels of ERYTHROCIN (Erythromycin Stearate, 
Abbott) in less than 2 hours—instead of 4-6 hours as before. 
Peak concentration is reached within 4 hours, with signifi- 
cant concentrations lasting for 8 hours. 


absorption. 


... for your patients 


It’s easy on them. Compared with most other widely-used 
antibiotics, Filmtab ERYTHROCIN is less likely to alter normal 
intestinal flora. Prescribe Filmtab ERYTHROCIN for all sus- 
ceptible coccic infections—especially when the organism 
is resistant to other antibiotics. Bottles 


of 25 and 100 (100 and 200 mg).  OUbbott 


*TM for Abbott's film sealed tablets, pat. applied for 
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The Best Tasting Aspitin <) The Flavor Remains Stable S) Bottle of 24 tablets 15* 
you can prescribe down to the last tablet ( 2% gts. each) 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 
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KARO 
SYRUP 


BELONGS IN THIS PICTURE! 


...a carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric 
intake, gradually achieved in easily 
assimilable carbohydrates—is assured with 
Karo. Milk alone provides 28%, or less than 
half the required carbohydrate intake. 


A MISCIBLE liquid, Karo is quickly dissolved, 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose 
and dextrose, Karo is well tolerated, easily 
digested, gradually absorbed at spaced 
intervals and completely utilized. 


PRECLUDES fermentation and irritation. 

Produces no reactions, hypoallergenic. 
Bacteria-free Karo is safe for feeding prematures, 
newborns, and infants—well and sick 


LIGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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A POTENT, NOTABLY SAFE : 
HYPOTENSIVE 


Veriloid, the alkavervir extract of the hypotensive princi- 
ples fractionated from Veratrum viride, presents these 
desirable properties in the management of hypertension. 


® Uniform potency and constant phar- 
macologic action assured by biologic 
assay .. 


® Tolerance or idiosyncrasy rarely de- 
velops; hence Veriloid is well suited to 
long-term use in severe hypertension. . 


® Blood pressure lowered by centrally © Notably safe. 
mediated action; no ganglionic or 
adrenergic blocking, therefore virtu- 
ally no risk of postural hypotension . . 


.. no dangerous toxic 
.no deaths attributed to 
Veriloid have been reported in over 
five years of broad use in literally 
hundreds of thousands of patients . 


effects.. 


® Cardiac output not reduced; no tachy- 


cardia .. ® Side actions of sialorrhea, substernal 


burning, nausea and vomiting (due to 
overdosage) are readily overcome 
and avoided by dosage adjustment. 


® Cerebral blood flow not decreased.. 


® Renal function unaffected . . 


SOLUTION SOLUTION 


& TABLETS VERILOID 


Supplied in 2 mg. and 3 mg. slow- 
dissolving scored tablets, in bot- 
tles of 100. Initial daily dosage, 
8 or 9 mg., given in divided doses, 
not less than 4 hours apart, pref- 
erably after meals. 


INTRAVENOUS 


For prompt reduction of critically 
elevated blood pressure in hyper- 
tensive emergencies. Extent of 


reduction is directly within the 
physician’s control. In boxes of 
six 5 cc. ampuls with complete 
instructions. 


INTRAMUSCULAR 


For maintenance of reduced blood 
pressure in critical instances, and 
for primary use in less urgent 
situations. Single dose reaches 
maximum hypotensive effect in 
60 to 90 minutes, lasts 3 to 6 
hours. Boxes of six 2 cc. ampuls 
with complete instructions. 


LAB ORATORI 4&8 IN C. Los Angeles 48, California 


is it, Doctor, that one filter cigarette 


gives so much more protection than 
any other? 


The answer is simply this: Among today’s nine 
brands of filter cigarettes, KENT, and KENT alone, 
has the Micronite Filter ...made of a pure, dust-free 
material that is so safe, so effective it has been selected 
to help filter the air in hospital operating rooms. 


In continuing and repeated impartial scientific 
tests, KENT’s Micronite Filter consistently 
proves that it takes out more nicotine and tars 
than any other filter cigarette, old or new. 


And yet, with all its superior protection, KENT’s 
Micronite Filter lets smokers enjoy the full, satisfy- 
ing flavor of fine, mellow tobaccos. 


For these reasons, Doctor, shouldn’t KENT be the Nias pom i. 
choice of those who want the minimum of nicotine : 
and tars in their cigarette smoke? re 

... the only cigarette with the 4 
MICRONITE FILTER 


for the greatest protection in cigarette history 


“KENT” AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 
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from clinical observations made in about 
two hundred reports, it is estimated that 
ILOTYCIN represents an antibiotic of 
(Erythromycin, Lilly) 


choice in more than 80 percent of all 


infections treated by physicians 


the original Erythromycin 
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BENIGN PANCREATIC DISEASE * 
CHARLES B. PUESTOW, M. D.7 
CHICAGO, ILLINOIS 

Benign pancreatic disease is being dis- 
cussed extensively in the medical litera- 
ture and its incidence seems to be increas- 
ing in frequency. This is particularly true 
of pancreatitis. I believe we are recogniz- 
ing acute pancreatitis more frequently, 
not in the operating room but at the pa- 
tient’s bedside. This is fortunate because 
acute pancreatitis responds better to con- 
servative therapy than to operative inter- 
vention. The incidence of chronic relapsing 
pancreatitis seems to be increasing and is 
presenting a difficult therapeutic problem. 
Pancreatitis may be secondary to diseases 
of adjacent structures, particularly of the 
biliary tract, occasionally to peptic ulcer 
and to any lesion which may interfere 
with the free flow of pancreatic secre- 
tion. Where pancreatic disease is second- 
ary to a pathologic condition which can be 
removed or cured, such treatment may be 
followed by recovery of the pancreas. If 
we do not find or treat the primary dis- 
ease, it is often difficult to cure the in- 
flammatory changes in the pancreas. Pan- 
creatitis as a primary condition may re- 
sult from certain dietary habits or the in- 
gestion of toxic agents. Alcohol is con- 
sidered to be an important etiologic factor. 
Careful questioning of our patients re- 


* Presented at the Sixth Annual Meeting of 
the Surgical Association of Louisiana, November 
15, 1953, in New Orleans. 

} Clinical Professor of Surgery, University of 
Illincis College of Medicine; Chief of Surgery, 
Henrotin Hospital, Chicago, Illinois; Chief, Sur- 
gical Service, Veterans Administration Hospital, 
Hines, Illinois. 


vealed that most of them consumed fairly 
large amounts of alcohol but it was inter- 
esting to note that the quality of the alco- 
hol was poor and we believe that many of 


the beverages contained some wood alco- 
hol. 


The relationship of inflammatory dis- 
ease of the extrahepatic biliary tract and 
of the pancreas has produced considerable 
controversy in the medical literature. 
The reflux of bile into the pancreatic 
ducts as a cause of pancreatitis is stressed 
by some authors and denied by others. I 
personally feel that if infection exists in 
the biliary tract it can be transmitted to 
the pancreas, possibly through the ducts 
or by way of the lymphatics. If infection 
is not present in the biliary tract, I am 
not convinced that a reflux of bile into 
the pancreatic ducts can produce an acute 
pancreatitis. In the experimental animal, 
the injection of bile into the pancreatic 
ducts did not produce pancreatitis unless 
it was administered at a very high pres- 
sure, far greater than the secretory pres- 
sure of the liver. Therefore, it does not 
seem physiologically possible for reflux of 
normal bile to sufficiently disrupt the 
small ducts within the pancreas to pro- 
duce an acute pancreatitis. The theory 
that the reflux of bile into the pancreatic 
ducts produces pancreatitis is the basis for 
the operation sphincterotomy as a treat- 
ment for chronic pancreatitis. Although I 
am not convinced of the rationale of this 
procedure, I occasionally employ it when 
no other etiologic factor is apparent. Our 
experimental studies have lead us to be- 
lieve that removal of the gallbladder 
causes a loss of the tonus of the sphincter 
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of Oddi with a resultant drop in intraduc- 
tal pressure and prevents future spasm of 
the sphincter. For this reason, if I per- 
form a sphincterotomy, I also remove the 
gallbladder even though it does not appear 
to be diseased because pancreatitis is such 
a difficult disease to cure and its compli- 
cations may be so serious that we must do 
everything possible to eradicate it in its 
early stages. 


PANCREATIC CYSTS 

Today I wish to talk mainly of compli- 
cations of chronic relapsing pancreatitis. 
A relatively frequent complication is the 
development of pancreatic cysts. During 
the past year we have treated 13 patients 
for this complication. We will discuss the 
various types of treatment and the need 
for individualized therapy of each patient. 


Diagnosis.—The diagnosis of pancreatic 
cysts is based upon a history of pancreati- 
tis, often with recurring attacks, with in- 
creased serum amylase and lipase during 
the attack and then with gradual develop- 
ment of a mass. Pancreatic cysts result 
from a partial occlusion of a pancreatic 
duct, generally the main pancreatic duct. 
There are other kinds of pancreatic cysts 
but I am going to talk about the two that 
are associated with pancreatic inflamma- 
tion, namely, retention cysts and pseudo- 
cysts. 

Retention cysts result from a gradual 
dilatation of a pancreatic duct because of 
incomplete occlusion and you have in these 
cysts a lining of the ductal epithelium. A 
pseudocyst results from a leak of pancreat- 
ic juice into the pancreas or the surround- 
ing tissues with the formation of a cyst, 
the wall of which is made of fibrous tis- 
sue forming as a result of the reaction to 
the escaping pancreatic juice. These may 
present in a number of locations in the 
abdomen. The escaped pancreatic fluid 
travels in the line of least resistance and 
usually enters the left upper abdomen or 
occasionally will extend mainly to the 
right. Cysts sometimes are present in the 
lower abdomen. 

X-ray studies of the gastrointestinal 
tract and of the urinary tract are impor- 
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tant in establishing the diagnosis of pan- 
creatic cysts and in determining their lo- 
cation and relationship to surrounding 
structures. 


Figure 1 shows an anteroposterior roent- 


3. 


Figure 1. — Anteroposterior roentgenogram 
showing displacement of barium in stomach due 
to pressure of retrogastric pancreatic cyst. 


genogram demonstrating displacement of 
barium in the midportion of the stomach 
due to a large retrogastric pancreatic cyst. 

Figure 2 is a lateral view of the same 
patient showing the stomach displaced for- 
ward and against the anterior abdominal 
wall. Such lateral views are essential to 
differentiate between retrogastric pan- 
creatic cysts and tumors of the left lobe 
of the liver. The latter will displace the 
stomach posteriorly. 


Figure 3 demonstrates a pancreatic cyst 
which has arisen from the head of the 
pancreas and presents itself mainly to the 
right of the midline. It has markedly in- 
creased the diameter of the duodenal 
sweep. 

One must rule out the possibility of a 
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Figure 2.—Lateral roentgenogram showing 


large retrogastric pancreatic cyst. 


Figure 3.—Pancreatic cyst arising from head 
of pancreas and increasing duodenal sweep. 
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kidney tumor and if there is a question of 
diagnosis, a pyelogram should be obtained. 
Figure 4 shows a large tumor mass in the 
left abdomen displacing the colon to the 
right. It was cystic in feel and suggested 
a pancreatic cyst. However, the pyelogram 


Figure 4. — Roentgenogram 
rounded mass in left abdomen. 


showing large 


shown in Figure 5 reveals a markedly di- 
lated kidney pelvis, and aided in the es- 
tablishment of the diagnosis of a large 
cystic kidney. 


Treatment.—The treatment of pancreat- 
ic cysts is primarily surgical. In contem- 
plating the type of operation to be per- 
formed we must be guided by what we 
wish to accomplish. We desire to get rid 
of the cyst and thus abolish pressure on 
adjacent organs and we wish also to re- 
store to the gastrointestinal tract as much 
pancreatic secretion as is possible. We are 
dealing with an organ which is generally 
diseased throughout and whose physiologic 
functions are greatly impaired. If we di- 
minish the functions of this organ we are 
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Figure 5.—Pyelogram showing markedly en- 
larged left kidney pelvis. 


likely to prolong recovery, increase the pe- 
riod of hospitalization, and may end up 
with a patient who is a pancreatic in- 
valid. Until recent years, pancreatic cysts 
were treated mainly by marsupialization 
and drainage. The abdomen was opened 
through an incision over the cyst. The an- 
terior wall of the cyst was incised and its 
contents aspirated. Drains were placed in 
the cyst, the edges of the opening of the 
cyst were sutured to the parietal periton- 
eum and the abdominal wall was closed 
around the drains. Pseudocysts treated in 
this manner frequently became totally ob- 
literated. However, drainage often per- 
sisted for long periods of time, healing 
was slow, and marked debility was com- 
mon. Retention cysts drained to the sur- 
face often maintained persistent draining 
sinuses yielding pure pancreatic juice. 
When this complication occurred, it was 
necessary to resect the sinus tract and 
either transplant it into the gastrointestin- 
al tract or resect the tail of the pancreas 


to a point slightly to the right of the origin 
of the fistula. Such a resection is satis- 
factory if the fistula arises close to the 
tail of the pancreas so that little pancreat- 
ic tissue need be sacrificed. If, however, 
the fistula arises from the body or head 
of the pancreas, transplantation of the 
tract into the gastrointestinal tract is 
more satisfactory because no pancreatic 
tissue need be sacrificed. 


Internal drainage of pancreatic cysts 
has proved very satisfactory. By anasto- 
mosing the cyst to the stomach or upper 
small bowel, all pancreatic secretions es- 
caping into the cyst will eventually pass 
into the gastrointestinal tract. Their aid 
to digestion permits maximum nutritional 
benefits and a more rapid recovery of the 
patient. The abdominal wound can _ be 
closed without drainage and usually heals 
as rapidly as other abdominal wounds. 
The length of hospitalization can be great- 
ly shortened and the patient returned to 
his normal activities at an early date. The 
type of anastomosis should be determined 
by the location of the cyst and the ana- 
tomic relationship encountered in each in- 
dividual patient. 

Figure 6 demonstrates one method of 


PANCREATIC CYSTGASTROSTOMY 


Figure 6 


performing the pancreatic cystogastros- 
tomy. Here the stomach is elevated after 
dividing the gastrocolic omentum. A di- 
rect anastomosis is made between the pos- 
terior wall of the stomach and the an- 
terior wall of the cyst. This operation 
also may be performed by a transgastric 
approach. In this operation an incision is 
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made in the anterior wall of the stomach, 
following which the posterior wall is in- 
cised from within and the cyst cavity en- 
tered. The anastomosis is established and 
the opening in the anterior wall of the 
stomach is closed. The theoretical possi- 
bility of gastric contents entering the cyst 
cavity and producing a retrogastric abscess 
causes me to be somewhat apprehensive of 
this operation. However, experience in our 
hands, as well as those of other surgeons, 
has not justified this fear. We have found 
that barium, given by mouth three to four 
weeks after operation, does not enter the 
cyst, indicating that the cavity has prob- 
ably become obliterated. 


Pancreatic cysts may be drained into the 
jejunum. A direct side-to-side anastomosis 
has the disadvantage of permitting intes- 
tinal contents to enter the cyst. For this 
reason we prefer the Roux-Y type of pan- 
creatic cystojejunostomy as shown in Fig- 
ure 7. The principal steps of this opera- 


ROUX-Y TYPE PANCREATIC 


CYSTOJEJUNOSTOMY 
Figure 7 


tion are as follows: The abdominal wall 
should be opened over the cyst. A _ por- 
tion of the anterior wall of the cyst should 
be exposed by carefully dissecting overly- 
ing structures from it. Most cysts can be 
reached by dividing the gastrocolic omen- 
tum over them and elevating the stomach. 
Occasionally, they may be approached 
through the transverse mesocolon. Rarely, 
they are most accessible through the gas- 
trohepatic omentum. Before incising the 
cyst it is important to determine the na- 
ture of its contents by careful aspiration. 
Rarely, an aneurysm of the abdominal 
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aorta may simulate a pancreatic cyst and 
the differential diagnosis is established by 
aspiration. 

An incision is now made in the anterior 
cyst wall of a length desired for the lumen 
of the anastomosis. The contents of the 
cyst should be thoroughly aspirated and a 
search should be made for secondary cysts. 
If any are found they should be opened 
into the main cyst cavity. The jejunum 
is now followed down from the ligament 
of Treitz for a distance of 12 to 15 inches 
and a point for division selected between 
two arteries of a primary arcade. The 
bowel and its mesentery are divided to the 
root between the clamps. The distal end 
of divided bowel is brought up through an 
opening in the transverse mesocolon to 
the incision in the pancreatic cyst. An 
end-to-side anastomosis between this seg- 
ment of bowel and the pancreatic cyst is 
performed using an outer row of cotton 
sutures and an inner row of continuous 
catgut. It is well to oblique the opening 
in the small bowel to be sure of an ade- 
quate lumen. The proximal end of the 
divided jejunum is anastomosed to the 
distal limb of jejunum about 12 inches be- 
low the site of the pancreatic cystojejunos- 
tomy. This is an oblique end-to-side an- 
astomosis which is accomplished with two 
rows of intestinal catgut. It is well to su- 
ture the free edge of the mesentery of the 
proximal jejunal segment to the mesentery 
of the distal segment to obliterate an op- 
ening through which an internal hernia 
could form. This operation establishes 
drainage from the pancreatic cyst into a 
segment of jejunum whose peristalsis runs 
downward from the cyst and prevents re- 
gurgitation of intestinal contents into the 
cyst cavity. Pancreatic secretions which 
enter the cyst pass into the upper intesti- 
nal tract to aid in digestion. The abdomi- 
nal wound can be closed in layers without 
drainage. 

Occasionally, the treatment of pancre- 
atic cysts must be individualized. A re- 
cently operated patient exemplifies this. 
He had a cyst in the right upper quadrant. 
Figure 8 is a diagram of what we en- 
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RIGHT SIDED PANCREATIC CYST 


AND DUODENAL ULCER 


Figure 8 
countered. A pancreatic cyst was found 
under the pylorus and duodenum compres- 
sing the common duct and producing an 
obstructive jaundice. The patient also had 
a duodenal ulcer with obstruction. Thus, 
we were dealing with three conditions; a 
pancreatic cyst, a peptic ulcer with ob- 
struction, and obstructive jaundice. Fig- 
ure 9 shows how this particular problem 


YSTODUODENOSTOM 


CHO! YSTODUODENO ® 


Figure 9 


was handled. We divided the pylorus and 
anastomosed the distal end of the duode- 
num to the pancreatic cyst, then performed 
a subtotal gastric resection and a gastro- 
jejunostomy and then, because we were 
not sure that the release of pressure on 
the common duct would correct the ob- 
structive jaundice, we performed a chol- 
ecystoduodenostomy. This patient has got- 
ten along well and has had no symptoms 
since that time. 

Occasionally, pancreatic cysts can be 
totally extirpated. This procedure was 
performed on a patient who presented a 
very interesting problem. He came to our 
chest service because of fluid in the left 


chest cavity. Aspiration produced fluid 
which on analysis was found to have a very 
high amylase content. Figure 10 is a roent- 


Figure 10.—Roentgenogram showing pancreat- 
ie cyst partly filled with air and displacing the 
stomach downward and medially. 


genogram obtained after aspiration. The 
needle evidently had pierced the diaph- 
ragm and had entered a pancreatic cyst 
permitting air to enter it. This demon- 
strated the cyst with air in its upper por- 
tion and the stomach displaced medially 
and downward. 

Figure 11 shows the condition which we 


_ RESECTION OF PANCREATIC CYST 


Figure 11 
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encountered. A _ retention cyst arising 
from the tail of the pancreas lay in the 
hilus of the spleen. As it could be com- 
pletely mobilized, we performed a total ex- 
cision of the cyst with the spleen and the 
tail of the pancreas. Excision of pancre- 
atic cysts cannot often be accomplished 
and should not be attempted if they arise 
from the head of the pancreas. 


Pancreatic cysts may be very extensive. 
One patient had a pancreatic cyst which 
filled the entire peritoneal cavity. This pa- 
tient was so debilitated that he was un- 
able to raise his arms. We obtained nearly 
six quarts of pancreatic fluid from his 
peritoneal cavity. After drainage the pa- 
tient improved, the drainage stopped, he 
gradually gained in weight and strength 
and returned home. He was admitted to 
another hospital two years later in a badly 
emaciated state, died, and at autopsy, the 


pancreas was totally replaced by fibrous 
tissue. 


PANCREATIC LITHIASIS 

Another complication of pancreatitis 
which is very discouraging is pancreatic 
lithiasis. Calcification may occur within 
the pancreatic ducts but is more frequent- 
ly found diffusely spread throughout the 
substance of the gland. Both anteropos- 
terior and lateral x-rays help to establish 
the diagnosis. The main symptoms con- 
sist of pain and evidences of pancreatic 
insufficiency. If calcification is confined 
to the tail of the pancreas, a subtotal re- 
section may bring relief. If there is dif- 
fuse involvement of the gland, surgery of 
the pancreas has little to offer other than 
total extirpation, which should only be 
performed as a last resort. 


PANCREATIC PAIN 

The treatment of pancreatitis should be 
directed toward the ablation or removal of 
any contributing disease. When pancreat- 
itis is advanced and is producing severe 
pain, we must direct our attention to re- 
lief of the patient’s symptoms. The use of 
drugs for relief of pain must be minimized 
because of the danger of drug addiction. 
Continuous epidural anesthesia sometimes 
is followed by relief of pain for varying 
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lengths of time. Splanchnic block often al- 
leviates acute attacks and may benefit 
pancreatic pain of a more chronic nature. 
When these measures fail, operative pro- 
cedures which interrupt the nervous path- 
ways from the pancreas may be attempted. 
This is difficult to accomplish because of 
the multiplicity of nervous pathways. Sen- 
sory fibers may extend through the sym- 
pathetic chain, the splanchnic nerves, the 
vagi, the intercostal nerves and numerous 
visceral fibers. As it is impossible to sec- 
tion all the nervous pathways to the pan- 
creas, the simpler procedures are used 
first and the more radical ones reserved 
for those patients who fail to respond. As 
most of the pancreas lies to the left of the 
midline, left sided operations usually are 
performed first. Limited lumbodorsal 
sympathectomy and splanchnectomy oc- 


_casionally will remove pancreatic pain. If 


operation on the left is followed by a re- 
currence of pain, the same procedure can 
be carried out on the right. However, we 
have done this and had the patient again 
have recurrence of pain. We then attempt 
a more radical procedure through a trans- 
pleural approach removing the sympathet- 
ic chain all the way from the fourth tho- 
racic to and including the first lumbar 
ganglia and the splanchnic nerves. A va- 
gotomy may be performed at the same op- 
eration. This is drastic surgery to relieve 
pain but we are dealing with a drastic 
condition for which we have no satisfac- 
tory answer at the present time. It may 
be necessary to perform this operation bi- 
laterally if the first side does not give re- 
lief. Another nerve operation that we 
have carried out a few times but which 
does not have too much promise is the sub- 
diaphragmatic division of the splanchnic 
nerves. We would not attempt this pro- 
cedure were we not planning to explore 
the abdomen to determine whether or not 
some disease exists which is affecting the 
pancreas. 


SUMMARY 

Pancreatitis and its complications pre- 
sent some of the most difficult therapeutic 
problems encountered in medicine. I hope 
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that some of our research centers will be 
able to find a better answer to the cause 
of this disease and to methods of prevent- 
ing its development as well as improved 
therapeutic procedures. 


ray 


ACUTE ABDOMINAL EMERGENCIES * 


S. W. HAWKINS, M.D. 
Fort SMITH, ARKANSAS 

To present a comprehensive paper on 
acute abdominal emergencies would con- 
sume considerably more than the short 
time allotted here. It is not the purpose 
of this paper to present any elaborate 
classification. As a matter of fact a num- 
ber of the more common acute abdominal 
conditions will be obvious by their omis- 
sion. I wish, however, to present several 
cases which have come under my observa- 
tion and fall into this category. They will 
be considered in the following groups: 

I. Complications from Gall Stones. 

II. Perforated Peptic Ulcer. 

III. Upper G-I Hemorrhage. 

IV. Obstructive Lesions. 

V. Conditions Erroneously Diagnosed as 
Appendicitis. 

I—COMPLICATIONS FROM GALL STONES 

Much has been written regarding gall 
stone colic and so-called silent gall stones. 
As physicians, I think it is our responsi- 
bility to impress upon our patients the 
necessity for cholecystectomy when gall 
stones are found on routine examination. 
In the absence of symptoms this may be 
particularly difficult. 

The following cases show three of the 
complications which may develop when 
this advice goes unheeded. 

Case No. 1.—Miss J. R. A 50 year old white fe- 
male admitted to St. Edwards Hospital, February 
23, 1954, first seen in consultation at the Clinic 
one year previously with multiple nonopaque gall 
stones. Surgery was advised and refused. Since 
November 1953, the patient had had six episodes 
of gall bladder colic. The present attack started 
four days prior to admission, with a feeling of 
bloating in the upper abdomen and nausea. Two 
days prior to admission there was moderately se- 
vere pain in the epigastrium, requiring hypodermic 


* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, May 
21, 1954, in New Orleans. 
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medication for relief. On admission pain was noted 
in the right upper quadrant on deep breathing. 
There had been no jaundice or acholic stools. 

Physical examination was essentially negative 
except for right upper quadrant tenderness and 
some muscle spasm. Temperature 100°F. WBC 
32,000 with 96 per cent polys. 


The patient was prepared for surgery. At opera- 
tion, the gall bladder was found to be markedly 
distended, the serosa thickened, edematous, and 
acutely inflamed. A stone was wedged in the gall 
bladder ampulla, but the cystic and common ducts 
were perfectly normal. Routine cholecystectomy 
was done. 

The postoperative course was without incident. 

We have no fixed time during which 
these patients with acute cholecystitis 
should be operated upon, but would prefer 
to get them within the first three days of 
onset of symptoms. Technically the pro- 
cedure is easier during this time. Cer- 
tainly without previous observation one 
cannot rule out the possibility of a high 
lying acute appendix. 

Case No. 2.—A 52 year old white female was 
seen at the Clinic one year prior to her admission 
to the hospital and a diagnosis of cholelithiasis 
was made. Again surgery was advised and re- 
fused. On admission the patient had been having 
upper right quadrant pain of one week’s duration. 
The day prior to admission the family noted that 
the patient was jaundiced. The stools had been 
acholic for several days. A diagnosis of obstruc- 
tive jaundice due to gall stones was made. At 
operation three stones were removed from the com- 
mon duct and routine cholecystectomy done. 

Case No. 3. Mrs. J. W. C., a 59 year old white 
female was admitted May 24, 1952, complaining 
of severe generalized abdominal cramps of two 
weeks’ duration, associated with rumbling and 
gurgling of the intestine, but no change in bowel 
habit. Intermittent vomiting had been present. 

Examination revealed an obese white female 
with general abdominal tenderness, more marked 
in the left lower quadrant and suprapubic regions. 
Vomiting was not relieved by gastric suction. The 
patient was prepared for surgery and at operation 
a large gall stone was removed from the small 
bowel about 60 inches below Treitz ligament. There 
were dense recent adhesions between the gall blad- 
der and the second portion of the duodenum. These 
were not disturbed. The patient was to return in 
six months for cholecystectomy, but was not seen 
again until January 1, 1954, when she was admit- 
ted with pain in the right upper quadrant of one 
week’s duration. Since the acute symptoms were 
subsiding at the time of admission, the patient was 
released and re-admitted for cholecystectomy Feb- 
ruary 14, 1954. 


At operation the gall bladder was thickened and 
contracted. Dense adhesions to the second portion 
of the duodenum were encountered, but the fistu- 
lous opening in the mucosa had closed. The small 
serosal defect in the duodenum was closed with 
three interrupted sutures. Removal of the gall 
bladder was done without incident. 


Cholecystectomy at the initial operation 
might have seemed to be the procedure of 
choice. However, it would have added 
greatly to the risk and duodenal fistula 
might well have developed. 

II—PERFORATED PEPTIC ULCER 

The diagnosis of perforated peptic ulcer 
usually presents no problem. The onset of 
pain is dramatic and continuous. Shoulder 
pain when present is helpful. On exami- 
nation the board-like abdomen is classical. 
In my experience if air is to be seen under 
the diaphragm on x-ray, I have almost 
always been able to demonstrate the ab- 
sence of liver dullness on percussion. In 
patients that are too sick to be taken to 
the x-ray department, one may turn the 
patient on his left side and then with the 
portable unit take an A-P film. Air if 
present can then be seen between the right 
lobe of the liver and the lateral abdominal 
wall. 

Today we have four accepted methods of 
treatment : 

1. Nonoperative. 
2. Simple closure. 
3. Delayed primary gastrectomy. 
4. Primary gastrectomy. 
1. NON-OPERATIVE TREATMENT 

Seeley ' reported 106 cases of perforated 
ulcer treated nonsurgically by continuous 
gastric suction with 1 death, a mortality 
rate of 0.9 per cent. His good results have 
not been duplicated by others. This is due 
to two factors: Seeley’s patients were all 
under military control. There were special 
teams in constant attendance to keep the 
Levine tubes open and draining. The aver- 
age age of his patients was about ten 
years younger than other reported series. 
Morbidity referable to intra-abdominal ab- 
scess is higher than in other reported 
operative series. Certainly one is able to 


substantiate his diagnosis only at the oper- 


ating table. One cannot tell which patient 
has a_ perforated carcinoma or which 
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patient has the large perforation which 
will not seal off. This method is men- 
tioned only to be condemned for routine 
use. It should be reserved for the patient 
in which the diagnosis is uncertain, or in 
the patient that is too ill to undergo 
surgery. 

I have had the misfortune of treating 
1 patient by this method. I first saw him 
twenty-seven hours after his perforation. 
At that time he had a generalized peri- 
tonitis and was not considered to be any 
kind of a surgical risk. The gastric suc- 
tion which had already been started by 
another doctor was continued. Postmor- 
tem examination showed a large 1 cm. 
diameter opening in the anterior duodenal 
wall which had made no attempt to seal 
itself off. 

2. SIMPLE CLOSURE 

Simple closure according to Beahrs? 
from the Mayo Clinic, is the treatment of 
choice in most instances. Of 114 surgically 
treated cases 99 simple closures were done 
with an over-all mortality of 2.6 per cent. 
Certainly, in average hands it is the most 
simple procedure and will save more lives. 

3. DELAYED PRIMARY GASTRECTOMY 

Delayed primary gastrectomy as advo- 
cated by Dodson #* is a good procedure. It 
allows the patient to recover from his 
peritoneal infection. Gastrectomy is done 
during the same period of hospitalization. 
It does, however, subject the patient to a 
second procedure, and prolonged hospitali- 
zation. 

4. PRIMARY GASTRECTOMY 

DeBakey* and his group at Houston re- 
ported 47 cases in which immediate gas- 
trectomy was done for gastroduodenal per- 
foration. There was only one death, a 
mortality of 2.1 per cent. The only selec- 
tion of cases was that, in the opinion of 
the surgeon, the patient’s general condi- 
tion would permit gastrectomy. 

As is stated in this paper, 35 per cent 
of patients with perforated ulcer will re- 
quire further surgery. To put it another 
way, 65 per cent will not. However, to me 
primary gastrectomy in these patients is 
a good and justifiable procedure, if the 
patient is seen early, and provided that 
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from the history given the patient would 
fulfill the requirements for gastrectomy 
had perforation not occurred. 


III—UPPER G-I HEMORRHAGE 

Upper gastrointestinal hemorrhage is 
potentially a serious problem. In our 
group these patients are followed jointly 
by the medical and surgical staff. If the 
patient is past 45 years of age he is cer- 
tainly more apt to continue bleeding than 
if he falls into the younger age group. If 
bleeding continues or a second hemor- 
rhage ensues, then surgery is advised. In 
the recent past the old maxim that surgery 
in bleeding ulcers must be done within 
forty-eight hours no longer holds true. 


Case No. 1.—Mr. D. P., a white male, 73 years of 
age, was admitted to the hospital, November 23, 
1948, with a history of indigestion of thirty years’ 
duration. Six months prior to admission he had a 
gastric hemorrhage and was confined to bed for 
four weeks. Two weeks prior to admission a sec- 
ond hemorrhage occurred and the patient contin- 
ued to pass tarry stools. His only complaints were 
weakness, dyspnea and palpitation. 

Examination revealed an elderly, emaciated, 
acutely ill male, with marked pallor to the skin. 
There was slight fullness in the upper abdomen 
and slight epigastric tenderness: hemoglobin 58 
per cent. X-ray examination showed marked pylor- 
ic obstruction, but no other lesion. On the tenth hos- 
pital day and after 2500 cc. of blood the hemoglob- 
in had dropped from the 58 per cent level on admis- 
sion down to 53 per cent. The patient and family 
who up to this time had been hesitant to have any 
surgery done now gave their consent. The follow- 
ing day subtotal gastrectomy was done. During 
and following the procedure 2000 cc. of whole blood 
were given. The postoperative course was unevent- 
ful except for a small hematoma which developed 
in the wound. 

Case No. 2.—The next patient, Mrs. J. H., a 
white female, age 56, had been well except for occa- 
sional indigestion over the past fifteen years. A 
clinical diagnosis of duodenal ulcer was made fif- 
teen years before, but was never demonstrated on 
x-ray. The patient was enjoying her usual health 
until she awakened about 2:30 a.m., November 3, 
1949. She became nauseated and vomited a large 
quantity of bright red blood and fainted. 

She was admitted to the hospital in a state of 
moderately severe shock, but complaining of severe 
epigastric pain. Her hemoglobin shortly after ad- 
mission was 55 per cent. She was treated medi- 
cally and on the fourth day of hospitalization was 
seen in consultation. Gastrectomy was advised, but 
the bleeding had apparently stopped. On the six- 
teenth day of hospitalization the patient had an- 
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other severe hemorrhage. Again she complained of 
epigastric pain. She was seen in consultation and 
again gastrectomy advised. The patient was type 
40 Rh negative, and as soon as adequate blood 
could be made available surgery was carried out. 


Exploration of the stomach, duodenum, lower 
esophagus, liver and spleen were all normal. Re- 
gardless of the normal findings an empirical gas- 
trectomy was done, about four-fifths of the stom- 
ach and proximal duodenum being removed. Upon 
opening the operative specimen no lesion was en- 
countered. 


The patient did well postoperatively until her 
second day when she had another severe hemateme- 
sis and the blood pressure dropped to zero. Again 
she complained of epigastric pain. Her blood pres- 
ure was restored and the bleeding ceased after 
administration of 1250 cc. of whole blood. On the 
sixth postoperative day the patient had a large 
tarry stool. At this time a double balloon Patton 
tube was passed for compression of the lower 
esophagus. The following day bleeding recurred 
and continued actively until she finally became 
exsanguinated. The slide of the autopsy specimen 
showed a fistula between the esophagus and as- 
cending aorta. The opening was covered by a very 
thin membranous-like structure. The patient’s ser- 
ology was negative and no evidence of syphilis was 
encountered in any of the other organs. We believe 
the patient had a peptic ulcer of the esophagus 
that eroded through into the aorta. 


Case No. 3.—C. N., a 67 year old colored male, 
admitted to the hospital July 18, 1953, complaining 
of weakness, vomiting blood and passing bloody 
stools for three weeks. Epigastric pain worse 
after eating and at night, had been present for 
three years. Moderate epigastric tenderness was 
present. Hemoglobin was 38 per cent on admis- 
sion. Bleeding stopped and the patient was being 
prepared for gastrectomy when on the seventh day 
following admission perforation of the large gas- 
tric ulcer occurred. A Levine tube was passed and 
connected to suction. The patient was operated 
upon within three hours after perforation and sub- 
total gastrectomy done. The postoperative course 
was complicated by wound separation on the tenth 
day following three days of rather violent hic- 
coughs. 

IV—OBSTRUCTIVE LESIONS 

Case No. 1.—F. W., a white female infant, 16 
days of age, admitted to St. Edward’s Hospital 
February 23, 1952. The birth weight was 5 pounds. 
On the fourth day of life the child began to have 
projectile vomiting of yellow-green fluid. Small 
daily bowel movements had continued. Admission 
weight was 4 pounds, 2 ounces. 

Examination was not remarkable except for ex- 
treme emaciation. There was no distention, peri- 
staltic wave, or palpable tumor. Supportive fluids 
and transfusions were given and on March 1, 1952, 
under open drop ether the abdomen was opened 
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through a right rectus incision. The duodenum 
was found to be dilated to about four times its 
normal diameter down to a point just proximal to 
Treitz ligament. Distally the bowel was about 
normal diameter. A side-to-side retrocolic anasta- 
mosis was done between the dilated duodenum and 
the proximal jejunum. The child was seen within 
the past six months and has developed normally. 

Case No. 2.—R. B., a 15 year old white male, 
admitted February 3, 1948, with a history of sud- 
den onset of severe cramplike lower abdominal 
pain followed almost immediately by vomiting. He 
was seen in a state of mild shock. He was given 
dilaudid without relief. Examination revealed an 
elongated, soft, exquisitely tender mass in the left 
lower quadrant, which had become appreciably 
larger than on previous examination an hour be- 
fore. Visible peristalsis was seen through the 
thin abdominal wall. Bowel sounds were markedly 
increased. The total white count was 23,000. 

At operation an intussusception of the midileum 
was encountered, about 18 inches of the bowel be- 
ing involved. After reduction the lead point was 
found to be a 4 cm. diameter polyp with a broad 
base attached to the mesenteric side of the bowel. 
A 5 em. length of the bowel was resected along 
with the polyp and an end-to-end anastamosis done. 
The pathological report was benign polyp. 

The interim history on this patient has been 
interesting. He had no complaints until December 


1, 1951, when he began having occasional cramp- 
like right lower quadrant pain lasting five to ten 


minutes. There had been about six such attacks 
up to the time of admission on March 12, 1952. 
At this time there was slight lower abdominal 
distention. A clinical diagnosis of partial small 
bowel obstruction was made and confirmed by 
x-ray examination. At operation the following day 
a compound ileo-ileal, ileocecal intussusception was 
encountered. The lead point for this intussuscep- 
tion was a large polypoid tumor. The remainder 
cf the small bowel up to the ligament of Treitz 
was carefully examined and three other polypi 
were encountered, along with seven other intus- 
susceptions. The smaller polypi were removed by 
ileotomy and the larger one was, of course, re- 
sected. The report on the large polyp was adeno- 
carcinoma without invasion of the lymph nodes or 


blood vessels. This patient has remained well to 
date. 


Case No. 3.—Mrs. G. E. B., a white female, age 
42, was admitted to the hospital September 3, 1951, 
with a history of colicky abdominal pain of eight- 
een hours’ duration. At 5 o’clock that afternoon 
an enema was taken with considerable relief. The 
pain returned three hours later, became more 
severe and was confined to the lower abdomen. 
Examination revealed slight fullness in the mid- 
abdomen just to the left of the midline. There 
was moderate rebound tenderness at this point. 
Peristalsis was intermittent and came in rather 
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loud rushes. Temperature 99; pulse rate 100; to- 
tal white count 10,000, with a normal differential. 
X-ray examination showed a single distended loop. 
A diagnosis of complete small bowel obstruction 
was made. At operation a band-like adhesion was 
divided and the obstruction relieved. The post- 
operative course was uneventful and the patient 
was released on the tenth postoperative day. Cer- 
tainly in this type of patient one has nothing to 
gain by procrastination. 


Before leaving this group I would like 
to comment on the low-lying large bowel 
obstructive lesion in a patient with a com- 
petent ileocecal valve. This produces a 
closed loop obstruction. Such distention of 
the colon may rapidly advance to the point 
at which gangrene and perforation may 
occur. Certainly one must be aware of 
such situations and be prepared to do 
colostomies as emergency procedures. 


V—LESIONS ERRONEOUSLY DIAGNOSED 
APPENDICITIS 


Many of us have seen patients with all 
the signs and symptoms of acute appendi- 
citis and at operation have been con- 
fronted with an entirely unsuspected situ- 
ation. 


Case No. 1.—Miss M. W., a 21 year old white 
female was admitted December 8, 1953. She was 
awakened at 3 a.m. that day with cramplike epigas- 
tric and right upper quadrant pain. Symptoms 
were aggravated by walking. Temperature 100° F. 
and W. B. C. 14,000 with 84 per cent polys. Exam- 
ination was negative except for marked tender- 
ness in the right abdomen, most prominent lateral 
to the umbilicus. Moderate muscle guarding was 
present. 


At operation a 4 cm. diameter inflammatory 
mass was encountered on the medial wall of the 
ascending colon just above the cecum. The omen- 
tum was densely adherent to it. On palpation an 
indurated ulcerating lesion of the colon was 
thought to be present. Along the ileum were five 
widely separated milk white subserosal patches 5 to 
8 mm. in diameter. An operative diagnosis of re- 
gional enterocolitis was made and right colectomy 
done. The pathological report showed active in- 
flammation in the muscularis and subserosal con- 
nective tissue with multiple small abscess cavities 
with localized peritonitis. No diverticulum was 
seen. 

Case No. 2.—H.H. 57 year old white male, ad- 
mitted March 17, 1954, with a history of general 
cramplike pain, nausea and vomiting. Nine hours 
later the pain localized in the right lower quad- 
rant. Marked tenderness, rebound tenderness, and 
rigidity were present in the right lower quadrant. 
At operation by another surgeon a large inflam- 
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matory mass was found in the ileocecal region. 
The central portion included the cecum which pre- 
sented an area of gangrene and perforation. The 
appendix was not seen. The opening was closed 
and the area drained. A biopsy taken showed 
adenocarcinoma. Ten days later after adequate 
preparation of the bowel right colectomy with 
primary anastamosis was done. The pathological 
report was adenocarcinoma of the cecum with in- 
vasion of the mesentery and regional lymph nodes. 

Case No. 3.—A 4 year old child was seen with 
a history and physical findings typical of appendi- 
citis. At operation the appendix was found per- 
forated at its base and the head of a pin pro- 
truding from the opening. 


A small perforated, slow leaking ulcer 
which has sealed itself off against the 
liver may present a typical picture of 
acute appendicitis. But if one has given 
up the McBurney incision, as I have, there 
is no cause for embarrassment. 

Mesenteric adenitis in many instances 
cannot be differentiated from acute ap- 
pendicitis. I have never in good conscience 
felt at all apologetic about finding such a 
condition at operation. I personally feel 
that the diagnosis of mesenteric adenitis 
is a good one to make, but that it should 
be confirmed at surgery. Appendectomy has 
never failed to “cure” these patients. 

SUMMARY AND CONCLUSIONS 

1. A plea is made for cholecystectomy 
in patients in whom a diagnosis of gall 
stones has been made. Early operation is 
advocated in acute cholecystitis. The pro- 
cedure is technically less difficult at that 
time. 

2. Simple closure for acute perforated 
ulcer is the safest procedure—can be done 
in any hospital by anyone doing surgery. 
Immediate gastrectomy is a good procedure 
in selected cases. 

3. Subtotal gastrectomy is advised in 
patients who continue to bleed and while 
it is better done early, can be done any 
time adequate blood is available. 

4. An unusual case of rupture of the 
aorta into the esophagus has been pre- 
sented. 

5. Early operation is mandatory in pa- 
tients with single loop small bowel ob- 
struction. 

6. The McBurney incision is decried 
for patients in whom a diagnosis of acute 
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appendicitus has been made. 
nosis can be erroneous. If this proves to 
be true, complete exploration may be 
carried out through a rectus incision and 
if possible the true pathology dealt with. 
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DIARRHEA IN INFANCY; ETIOLOGY 
AND TREATMENT * 


JAMES N. ETTELDORF, M. D. + 
MEMPHIS, TENNESSEE 


INTRODUCTION 

The increase in world population since 
the birth of Christ has been twenty-fold. A 
major factor responsible for these changes 
has been the continuous decrease in mortal- 
ity among infants and children. The de- 
crease in death rate associated with diar- 
rhea of infancy has contributed in a major 
manner and is perhaps the single most im- 
portant factor in improving the chances 
of survival during infancy and early child- 
hood. During the past fifty years there 
has been a phenomenal decrease in deaths 
associated with diarrhea; from 1903 to 
1918, there were more deaths attributed to 
diarrhea during infancy than the com- 
bined deaths in all ages due to scarlet 
fever, typhoid fever, pertussis, measles, 
and diphtheria. In 1941 and in 1948, there 
were 12,000 deaths and 7,600 deaths, re- 
spectively, attributed to diarrhea during 
infancy. These impressive reductions have 
been associated with phenomenal changes 
in the clinical picture of diarrhea and can 
be attributed to the following factors: 

1. Improvement in and simplification 
of infant feeding. 
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2. Improvement in methods of sanita- 
tion. 

3. A better knowledge of the disturb- 
ances in physiology, especially in fluid and 
electrolyte balance which occurs during 
diarrhea which has made adequate re- 
placement possible. 

4. The introduction of chemo and anti- 
biotic therapy. 

Nevertheless, approximately 8,000 deaths 
per year does not permit for complacency. 
We, as physicians, must be in a position 
to exercise modern management lest the 
mortality will be on the increase. All of 
us who treat infants and children are con- 
stantly presented with sporadic cases, and 
at times are required to participate in the 
management of outbreaks which reach epi- 
demic proportions. 

CLASSIFICATION 

In the management of any abnormal 
state, and especially of diarrhea where the 
cause must be eradicated to effect a cure, 
an etiological classification is of great 
value. The following classification of diar- 
rhea is therefore submitted: 


Etiological Classification of Diarrhea 
I. Mechanical 


1. Roughage 
Fruit 
Bran 
Vegetables, etc. 
2. Fat 


3. Laxatives 
4. Starvation 
II. Chemical 
1. Fermentation of carbohydrates 
2. Allergic 
Ill. Infections 
1. Primary or enteral 


(a) Viral 
1. Epidemic diarrhea of the 
newborn 


2. Diarrhea of infancy 
(b) Bacterial 
1. Shigella 
2. Salmonella 
Paratyphoid A and B 
Typhoid 
3. Staphylococcus 
4. Streptococcus 
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5. Proteus 
Morgani 
Vulgaris 
6. Ps. aeruginosa (pyocyane- 
us) 


7.*Kleb. pneumonia (Fried- 
lander’s) 
8. B. paracolon 


9. E. coli 
011 
055 
10. T. Be. 


(c) Protozoa, etc. 
1. Ameba histolytica 
2. Nematodes 
3. Giardia 
2. Secondary (parenteral) associated 
with 
(a) Otitis media 
(b) Pharyngitis 
(c) Impetigo 
(d) Others 


IV. Deranged metabolic states, food in- 
tolerances, deficiency states 
1. Celiac disturbances 
(a) Celiac diseases 
Fat intolerance 
Starch intolerance 
(b) Mucoviscidosis (cystic fibro- 
sis of the pancreas) 
2. Sprue 


THE MANAGEMENT OF DIARRHEA 

This phase of the problem will be dis- 
cussed from the standpoint of office and 
hospital management. 


Office Management.—The vast majority 
of cases of diarrhea are treated in the 
physicians’ offices or over the telephone. 
This group constitutes the milder form 
and generally is caused by mechanical and 
chemical factors, or may be associated 
with parenteral infection and low grade in- 
fections of the gastrointestinal tract. 

It is important to appraise these pa- 
tients carefully as to age, weight, fre- 
quency and character of the stools, pres- 
ence of fever, the occurrence of vomiting, 
ete. Because of the acute onset and rapid 
downhill course which may occur in in- 
fants, careful consideration of the above 
factors is especially important in deciding 
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whether hospitalization is impending. A 
history of fever or any other indication of 
infection requires a physical examination 
and, therefore, excludes treatment by the 
telephone. 

Paramount in the treatment should be 
the institution of measures to prevent 
dehydration and acidosis. The following 
solution which may be prepared with ease 
in the home has proven to be extremely 
useful in this respect: 


Sodium chloride 
White karo 
Water 


Milk feedings should be discontinued for 
twelve to twenty-four hours, and 3 to 4 
ounces of this solution every three hours 
substituted for them. In case of vomiting 
it is recommended that 14 ounce (1 table- 
spoonful) of the above mixture be admin- 
istered every fifteen minutes until 10 to 
12 doses have been given; this is retained 
usually and may then be followed by the 
larger quantities as recommended above. 

In addition to the above, it is essential 
to treat obvious infections with anti- 
biotics, preferably penicillin, streptomycin, 
or the broad spectrum antibiotics such as 
terramycin and achromycin. It must be 
remembered that such treatment may in- 
terfere with stool cultures later and if 
there is a high index of suspicion of a 
primary intestinal infection, rectal swabs 
taken before antibiotic therapy and placed 
in saline should be sent to the laboratory 
for culture. Dependence upon these anti- 
bacterial agents at the expense of fluid 
administration as outlined is to be dis- 
couraged and may lead to undesirable re- 
sults. Nonabsorbable chemotherapeutic 
and antibiotic agents in our experience 
are of limited value. 

On the second day a formula consisting 
of 1 part skimmed milk and 1 or 2 parts 
water with 5 per cent added carbohydrate 
in quantities of 2 or 3 ounces may be 
alternated with the salt and karo mixture. 
On the third day 1:1 skimmed milk and 
water or 1:2 evaporated milk and water 
with 5 per cent added carbohydrate may 
be fed at three or four hours intervals. 


14 to 1 teaspoonful 
2 ounces 
1 quart 
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Older infants may be offered broth with 
crackers, toast or well-cooked rice along 
with strained orange juice and apple sauce. 

Adsorbent and protective mixtures com- 
posed of kaolin and pectin with small doses 
of paregoric (one drop per month of age, 
not exceeding fifteen drops) at four to 
six hour intervals may be used in the of- 
fice management of these cases. 


Borderline Case.—Not infrequently, one 
encounters cases of such severity that 
hospitalization may be questionable; also 
certain cases may not be hospitalized be- 
cause of financial reasons, unavailability 
of hospital facilities, etc. These patients 
will benefit by fluid, which may be admin- 
istered in the office or the emergency 
room of the hospital, in addition to the 
karo and salt solution, especially if the 
latter is retained poorly. It is recom- 
mended that 100 cc. of 5 per cent glucose 
in distilled water be mixed with a similar 
quantity of lactated Ringer’s solution 
(total volume 200 cc.) and be given in the 
thighs as a drip hypodermoclysis with 
hyaluronidase. The patient should be re- 
evaluated in approximately twelve hours 
and the clysis repeated if necessary or be 
referred to a center where adequate fa- 
cilities are available. 


Hospital Management.—These patients 
constitute a severely ill group but vary in 
degree, being mildly severe, moderately 
severe, or critical. 

In the management the following ob- 
jectives should be achieved: 

I. Correct the dehydration, anhydremia, 
hemoconcentration, shock, acidosis, and 
ketosis. 

II. Combat primary and secondary in- 
fections 

III. Place the gastrointestinal tract at 
rest 

IV. Reinstitute oral feeding 

V. Transfuse 

VI. Correct or prevent vitamin de- 
ficiencies 

SPECIFIC MEASURES 
I. Correction of dehydration-acidosis, 
etc. These features of diarrhea (path- 
ological physiological state) are re- 


sponsible for the critical state into 

which these patients frequently fall, 

making them medical emergencies. 

The following solutions with a brief 

description are recommended for the 

correction of this phase of the dis- 
turbance. 

1. One-sixth molar sodium-r-lactate. 
This solution is isotonic and com- 
bats acidosis by making sodium 
available. The lactate is meta- 
bolized to glucose, which combats 
ketosis and spares protein and 
electrolytes. Furthermore, it will 
combat the shock and improve cir- 
culation. In other words, although 
not a complete solution, it attacks 
several phases of the disturbed 
physiology in these patients simu- 
taneously. 


2. KC1/Ringer’s Solution. This solu- 
tion is composed of the following 


ingredients: 
Potassium chloride 2.0 Gm. 
Ringer’s Solution 750.0 ce. 
Distilled water 250.0 cc. 
To make 1000.0 ce. 


This solution contains 29 mEq/L 
of potassium chloride, 116 mEq/L 
of sodium, and 148 mEq/L of 
chloride. When administered as 
recommended below in combina- 
tion with a sodium lactate, this 
solution furnishes potassium in a 
safe form which enters the cells 
where there is a deficit of this ion. 
If postassium is not administered 
and treatment consists of glucose, 
saline and sodium lactate alone, a 
greater deficit of potasssium with 
alkalosis will result. This potas- 
sium deficit contributes to the 
symptomatology by producing 
weakness, abdominal distention 
with nausea and vomiting; also 
the diarrhea may be exaggerated. 
A deficit of potassium may be de- 
tected by serial electrocardio- 
graphy producing a depression or 
inversion of the T waves; a de- 
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pression of the S-T segment; and 
a prolongation of the Q-T inter- 
val. 

3. Lactate-Ringer’s Solution (Hart- 
mann’s Solution). This is a buf- 
fered hypotonic Ringer’s Solution 
with M/40 sodium lactate and is 
familiar to nearly all practitioners 
of medicine. 

4. Glucose, 5 per cent, in distilled 
water. This solution is indicated 
for the following reasons: 

a. to replace water which has 
been lost from the body dur- 
ing the diarrhea; 

b. as a source of water for the 
formation of urine and stools; 

c. to supply water for insensible 
losses (respiration and sweat- 
ing) ; 

d. to furnish glucose which re- 
duces the ketosis; 

e. for the sparing effect of glu- 
cuse on protein and electroly- 
tes. 

5. Blood or fresh plasma—to combat 

shock, supply protein and elec- 

trolytes. 


A. Fluid Management during the first 


twenty-four hours. The following 
procedure which is outlined in Table 
1 has proved very satisfactory, and 
when properly executed has resulted 
in a low mortality in hospitalized 
patients. It is based on the degree 
of acidosis as measured by the carbon 
dioxide combining power and the 
clinical picture as determined by an 
adequate history and physical exami- 
nation. 


1. Severe acidosis is present when 

the carbon dioxide combining 
power is below 25 volumes per 
cent (11 mEq/L); or the respi- 
ration is deep and pauseless; the 
fontanel is depressed; the skin is 
dehydrated with poor tissue tur- 
gor (the skin when grasped be- 
tween the fingers does not resume 
its normal position readily) and 
the stools have been occurring at 
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PARENTERAL FLUID THERAPY OF DIARRHEA DURING FIRST 


TABLE 1 


24 HOURS 


M/6 Lactate 
ce/Kg stat I. V. 


Lactate Ringer's 


ec/Kg stat I. V. 


5% glucose in water 


ee/Kg/24 hr.—slow I. V. 


drip follows stat fluid 


(I. V.) 


ce/Kg q 6 brs. 
Blood cc/Kg 

Total Kg/24 brs. 


ce/Kg q 6 hrs. 
M/6 Na. Lact. 
(subcut.) 


(subeut.) 


KC1 Ringer's 


Mild 
COz C. P. 40 vols % 

(18 mEq/L) or greater 
Diarrhea of short duration, 
slight dehydration, mild 
physical abnormality 


Moderate 

C. P. 25-40 vols % 
(11-18 mE/qL), moderate 
dehydration. Definite 
physical abnormalities but 
approaching emergency state 


Severe 

COz C. P. below 25 vols % 

(1lmEq/L), marked dehy- 
dration, pauseless respira- 


10 7.5 130-150 


combine 


10 7.5 160-200 


combine 


10 1.5 
combine 


180-200 


ration, medical emergency 


the rate of 20 to 30 per day. The 
medical orders under these condi- 


tions should be as follows: 


(a) 30 cc. per kilo one-sixth molar 
sodium lactate, intravenously, 
as soon as possible at the rate 


of 5 ce. per minute. 


Follow immediately with not 
less than 60 to 80 cc/kg/24 hrs. 
of 5 per cent glucose in distilled 


water as slow 


intravenous 
drip (20 drops per minute) 


One hour after starting 5 per 
cent glucose solution admin- 


2. Moderate acidosis is present when 


the carbon dioxide combining 
power is between 25 and 40 vol.% 
(11-18 mEq/L). The clinical pic- 
ture is less severe with 10 to 15 
stools per twenty-four hours and 
the duration of the diarrhea short- 
er than above with the patient 
approaching a critical state. The 
following orders are indicated: 
(a) 30 cc/kg. of lactate Ringer’s 
(Hartmann’s Solution) intra- 
venously. 
(b) The remainder of the therapy 
is as outlined under 2 and 3 


ister a hypodermoclysis of 7.5 
ec/kg of one-sixth molar 
sodium lactate mixed with 10 
ec/kg KC1-Ringer’s Solution 
as described above and repeat 
every six hours until 4 clyses 
have been given. Hyaluroni- 
dase may be used in conjunc- 
tion with the clyses. 

20 cc, blood kg. between 
twelfth and twenty-fourth 
hour of treatment. 


for severe acidosis above. 
(c) Blood usually is not indicated. 


3. Mild acidosis is present when the 
carbon dioxide combining power 
is above 40 vol.% (18 mEq/L) 
and the diarrhea correspondingly 
less severe. The following orders 
are indicated: 

(a) 60-80 cc/24 hours 5 per cent 
glucose in distilled water in- 
travenously as above to be 
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started soon after admission. 

(b) One hour later, 10 cc/kg. 
KC1-Ringer’s mixed with 7.5 
cc/kg. of m/6 sodium lactate 
is administered by hypoder- 
mocylsis and repeated at six 
hour intervals. 

(c) Blood usually is not indicated. 


B. Fluid Therapy after twenty-four 


hours. It is more difficult to be spe- 
cific concerning the fluid therapy 
during this period because the picture 
varies greatly from case to case. Fre- 
quently, it is necessary to repeat the 
treatment given on the preceding day 
because of continued diarrhea and 
vomiting. In the majority of cases 
there will be sufficient clinical im- 
provement to permit oral feeding 
with the result that the parenteral 
fluid requirements will be reduced 
considerably and parenteral potassi- 
um need not necessarily be admin- 
istered. If possible, it is advisable 
to obtain a carbon dioxide combining 
power and regulate your fluids ac- 
cordingly as outlined above. In those 
patients who were critically ill when 
treatment was started and in whom 
the diarrhea has diminished, and a 
weak formula is tolerated, 7.5 cc/kg. 
of sodium lactate solution and 10 
ec/kg. of of KCl-Ringer’s every six 
hours (4 clyses) is adequate. If, 
however, inadequate water is being 
taken to furnish 100 cc/kg., suffi- 
cient 5 per cent glucose in distilled 
water should be given as an intra- 
venous drip to make up this deficit. 
On subsequent days, again no fixed 
rule applies to the administration of 
parenteral fluids. It may vary from 
none in children with clinical im- 
provement to a repetition of the re- 
gime followed on any of the previous 
days. It is to be reemphasized that 
the need for potassium administra- 
tion ceases when the infant begins 
to consume food. . 

In the cases of moderate acidosis 
on admission, the second day of fluid 
therapy may be handled as the first 
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day of a mild case (refer to Table 1). 
In the mild cases, frequently no 
parenteral therapy is required after 
twenty-four hours; the first day’s 
treatment may be repeated. 

Procedures such as outlined under 
“Office Management” above may be 
useful during the period of convales- 
cence of these hospitalized patients. 
Combat Infection: 

Before discussing the use of anti- 
biotic and chemotherapeutic agents 
in the control of infections, it is im- 
portant to mention that efforts should 
be made to detect any infections 
which may be present in the blood 
stream, stool, or elsewhere. There- 
fore, blood cultures and stool cultures, 
etc. should be taken as soon as pos- 
sible after hospitalization and before 
antibacterial agents are administered. 
Also, the stool cultures should be re- 
peated every six hours until 3 suc- 
cessive cultures are obtained. It is 
important to emphasize that the stool 
cultures be planted as soon as possi- 
ble in order to prevent overgrowth 
of the normal stool flora. Antibac- 
terial therapy is not only indicated 
for the primary infection but also is 
needed for prophylactic purposes. 
These patients are highly susceptible 
to pneumonia, septicemia, etc. 

After adequate cultures have been 
obtained a broad spectrum antibiotic 
coverage is advised. A combination 
of penicillin in 300,000 units, intra- 
muscularly, daily, and streptomycin, 
40 mgm/kg. daily, in divided doses 
intramuscularly affords adequate cov- 
erage. For typhoid fever, chloromy- 
cetin 80 to 100 mg/kg/24 hrs. is the 
drug of choice. 

A broad spectrum antibiotic such 
as terramycin 6 mgm/kg every twelve 
hours may be given intramuscularly. 
Terramycin or achromycin may be 
given intravenously as a dilute solu- 
tion in doses of 6 mg/kg every twelve 
hours; when administered orally these 
drugs may cause vomiting and diar- 
rhea and prove disadvantageous. In 
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general, we advise that penicillin and 
streptomycin be given initially and 
continued until cultures and _ sensi- 
tivity studies indicate that other 
agents such as chloromycetin, erythro- 
mycin, polymyxin B., neomycin, as 
well as achromycin and terramycin 
are more effective or may be of ad- 
ditional value. There are times when 
an empirical change from one agent 
to another proves beneficial if the 
diarrhea is protracted. If kidney 
function is adequate, a combination 
of triple sulfonamides and aureomy- 
cin therapy is desirable in shigella, 
staphylococcus or streptococcus, pro- 
teus and paracolon infections. 


The oral administration of strepto- 
mycin, neomycin (100 mg. 6 hr.) 
and polymyxin B (3-5 mg/kg) which 
are not absorbed from the gastro- 
intestinal tract may be used for their 
local effects against known primary 
infections of the gastrointestinal 
tract. Recently, an epidemic of diar- 
rhea due to Friedlander’s bacillus was 
eradicated in our premature nursery 
by the oral administration of strepto- 
mycin. Antibacterial therapy should 
be continued until clinical improve- 
ment has occurred, and in those cases 
in which the stool cultures were posi- 
tive, until they have become negative. 


This usually requires five to ten days.” 


Parenteral or complicating infections 
usually are under control by the fifth 
day of therapy. 


Place the gastrointestinal tract at 
rest. 

During the past eight years there 
has been a change in the judgment 
of physicians concerning the time 
during which food should be withheld 
from the patient. It is our policy to 
feed nothing for twelve to twenty- 
four hours in those patients in whom 
vomiting has been a prominent fea- 
ture. Water and 5 per cent glucose 
in water in quantities not to exceed 
2 ounces every two hours is then of- 
fered the infant. If this regime re- 


IV. 


sults in further vomiting, oral intake 
is discontinued for another twelve to 
twenty-four hours. During this time 
it will be recalled that the patient is 
receiving parenteral fluid therapy 
which includes glucose and blood or 
fresh plasma. 


Resumption of feeding. 

As soon as it is determined that 
the infant will tolerate oral feedings, 
which usually occurs after twenty- 
four hours of parenteral therapy, 2 
ounces of a formula composed of 
equal parts of skimmed milk and 
water is alternated with 5 per cent 
dextrose every two hours. Lactic acid 
may be added to the formula in 
quantities of 5 cc. per quart of fin- 
ished product. Twelve hours after 
the above schedule, the formula is of- 
fered every two hours for twenty-four 
hours and the glucose and water is 
given when needed between feedings. 
The formula on the third day is 
changed to a 2:1 skimmed milk 
formula and the quantity per feeding 
is increased to three ounces. From 
this point the formula is gradually 
strengthened and the quantity in- 
creased; also cereals and other foods 
are added gradually until the full diet 
is being given. 


. Blood Transfusions 


Twenty cubic centimeter of blood 
per kilo is indicated in severe diar- 
rhea. The infectious process as well 
as nutritional causes justify such a 
procedure. It is not uncommon to ob- 
serve hemoglobin concentrations of 8 
gm. per cent after hydration has been 
accomplished. 


VI. Vitamin Therapy 


It has been our policy to parenteral- 
ly administer the vitamin B complex 
to these patients as a supportive 
measure. One of several preparations 
may be given intramuscularly, intra- 
venously, or orally. 

SUMMARY 


An etiological classification of diarrhea 


has been given and the office and hospital 


il 
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management of diarrhea in infancy has 
been outlined. Experience with these 
methods under close supervision has re- 
sulted in a mortality rate as low as 3 per 
cent among hospitalized patients during 
an epidemic involving 102 infants. 
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RADIOLOGICAL CONSIDERATIONS IN 
THE DIFFERENTIAL DIAGNOSIS 
OF BENIGN AND MALIGNANT 
PULMONARY LESIONS * 

J. N. ANE, M.D. 7 
WILLIAM S. NEAL, M. 

NEW ORLEANS 

The increasing importance of malignant 
pulmonary lesions, especially of broncho- 
genic carcinoma, emphasizes the fact that 
any decrease in deaths must result from 
early diagnosis and early treatment. It 
has been shown repeatedly that the lowest 
mortality occurs in that group of cases in 
which ‘the pulmonary lesion is discovered 
before the onset of symptoms. At the 
present time, the roentgen survey method, 
either the routine 14 by 17 inch or the 
4 by 5 inch or 70 mm. photoroentgen film, 
is the best single method available for the 
detection of pulmonary malignancy before 
the onset of symptoms. It therefore be- 
comes important that every physician em- 
ploying roentgen rays as part of the physi- 
cal examination of well individuals, as 
well as in those cases in which pulmonary 
pathology is suspected, remember the char- 
acteristics of early pulmonary cancer. It 
is interesting that in several groups of 
patients with known bronchogenic car- 
cinoma, who had had chest films, with 
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negative findings, a review of the early 
films made before the onset of symptoms 
disclosed roentgen signs of pulmonary dis- 
ease which had been overlooked. 

The differential diagnosis of benign and 
malignant, and of inflammatory and neo- 
plastic pulmonary lesions is at times dif- 
ficult and frequently impossible by all 
means at our disposal, except by micro- 
scopic examination of the tissues. It is 
generally agreed that if exact diagnosis 
cannot be made by other means prompt 
exploratory thoracotomy is indicated. 

While metastatic forms of any primary 
malignancy may and do involve the pul- 
monary fields, the primary pulmonary ma- 
lignancy of importance is the bronchogenic 
carcinoma. Primary sarcoma of the lung 
is extremely rare. The malignant lym- 
phoma group involves the mediastinal 
lymph nodes and may infiltrate the lym- 
phatic structures of the pulmonary fields. 
Many of these tumors, which were previ- 
ously diagnosed by roentgen and histologi- 
cal methods, have since been restudied and 
have been reclassified as forms of bron- 
chogenic carcinoma. Neither the primary 
pulmonary sarcoma nor the malignant 
lymphoma group has shown the phenome- 
nal increase in incidence which has been 
noted in the case of the primary car- 
cinoma of the bronchi and bronchioles. 

The benign pulmonary lesions may be 
classified as: (1) inflammatory, specific 
and nonspecific, such as the pneumonias, 
tuberculosis, fungus infections, lipoid 
pneumonia, and eosinophilic granuloma; 
(2) congenital, such as the hamartoma, 
hematoma, dermoid cyst, bronchogenic 
cyst, and cystic disease; (3) vascular, 
such as the arteriovenous aneurysm; and 
(4) neoplastic, such as the potentially ma- 
lignant adenoma. 

ROENTGEN METHODS OF EXAMINATION 

The roentgen methods of examination 
that are available for the study of pulmo- 
nary lesions are as follows: 

1. The routine postero-anterior film of 
the chest, either the conventional 14 by 
17 inch roentgenogram or the 70 mm. or 
4 by 5 inch photoroentgen survey film, 
which has become so valuable in the dis- 
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covery of pulmonary lesions in well in- 
dividuals. Stereoscopic examination is 
possible with all three of these methods 
and will frequently prove valuable in ob- 
taining information which could not be ob- 
tained by any other method. 

2. Fluoroscopic examination of the chest 
with visualization of the esophagus should 
be done in all cases where a lesion has 
been found. This method is especially 
valuable in the localization of the lesion 
and in determining the presence of en- 
larged nodes pressing on the trachea or 
esophagus, the displacement of the medi- 
astinum and in studying vascular pulsa- 
tion and diaphragmatic movement and the 
presence of areas of obstructive emphy- 
sema. Frequently, preliminary fluoroscopy 
will indicate the necessity of additional 
roentgenograms in the most informative 
position. 

3. Lateral and oblique views of the 
chest in various degrees of obliquity are a 
necessity in the localization of the lesion 
and in the determination of the involved 
anatomical area of the lung. 


4. Apical or lordotic views are neces- 
sary in the study of apical lesions. The 
conventional apical view is a_ postero- 
anterior view with the central ray directed 
at an angle of 45 degrees to the feet. 
Films made in a similar manner by re- 
ducing the angle from 5 to 40 degrees 
have proved valuable in special cases. On 
these views all anterior structures retain 
their relationship to the film while the 
posterior structures are apparently shifted 
or displaced inferiorly. 

The lordotic view, on the other hand, is 
an antero-posterior view with the patient 
in the vertical position. The central ray 
is directed superiorly to the chest. In this 
case the posterior structures of the chest 
retain their relationship to the film and 
the anterior structures are apparently 
shifted superiorly. 


5. Bucky films, as a rule, show more 
penetration of the lesion and may visual- 
ize the primary tumor or enlarged lymph 
nodes through the veil-like atelectasis or 
infiltration of pneumonitis. 
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6. Bronchography has proved of great 
value, especially if done under fluoro- 
scopic control with the addition of spot- 
filming for recording changes in the bron- 
chial lumen. By careful technique, it is 
possible to visualize all portions of the 
bronchial system. 

7. Body sectioning films have become 
increasingly valuable in the demonstration 
of tumors, enlarged lymph nodes, defects 
in the air filled bronchi, osteolytic lesions 
in the ribs or vertebrae, nodularity in ca- 
vities, and lobulations on the periphery of 
pulmonary lesions. 

8. Pulmonary arteriography or angio- 
pneumography has been extensively stud- 
ied by a few investigators who believe 
that considerable information can be ob- 
tained by visualization of the vascular 
trunks. 

9. The Cinedensigraphic technique of 
Marchal for the study of pulsation has 
not been employed generally. The method 
depends upon a photoelectric cell con- 
nected to amplifiers and oscillographs to 
register changes in motility and density 
of the lung parenchyma. In carcinoma 
the motility of the parenchyma is reduced 
or abolished. In benign conditions the 
motility is not affected. 

There is no established roentgen pattern 
for lung tumors. The roentgen character- 
istics may be classified as follows: (1) 
atelectasis, with or without infection and 
with or without pleural effusion; (2) 
unilateral hilar mass; (3) obstructive 
emphysema; (4) mediastinal involvement; 
(5) peripheral mass or “coin” lesion; (6) 
lung abscess; (7) infiltration suggestive 
of pneumonitis; (8) superior pulmonary 
sulcus tumor; (9) multicentric terminal 
bronchiolar carcinoma. 

ATELECTASIS 

Atelectasis, which may or may not be 
associated with other roentgen signs is 
the most frequent finding in intrabron- 
chial tumors. The atelectasis may be of 
the segmental, lobar, or massive type. A 
knowledge of the roentgen anatomy of the 
segments and lobes of the lung, fluorosco- 
py, and adequate films in various positions 
are valuable in the study of these cases. 
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An associated central hilar mass may be 
demonstrated on Bucky films or by body 
sectioning techniques. With a spread to 
the pleural surface pleural effusion may 
confuse the picture. Infection with or 
without cavitation may be present in many 
of these cases. 


The roentgen findings in atelectasis con- 
sist of a homogenous veil-like opacity in 
the area of involvement. In the absence 
of the air normally contained by the alveo- 
lar tissues there is a corresponding de- 
crease in volume. This results in elevation 
of the diaphragm, narrowing of the inter- 
costal spaces, and where large areas are 
involved, a narrowing of the chest on the 
involved side. The mediastinal structures 
are displaced to the side of involvement 
and if the pleura of the interlobar fissure 
is visualized it is convex to the area of 
involvement. The trachea is displaced 
evenly and obliquely, without angulation, 
in atelectasis, which serves to differenti- 
ate the tracheal displacement noted in 
fibrosis associated with inflammatory dis- 
eases, such as tuberculosis. In rare cases 
the mediastinum may be displaced to the 
normal side due to a large bulky or space 
occupying tumor. 

UNILATERAL HILAR MASS 

Unilateral hilar enlargement represents 
the earliest sign and the one which is 
most frequently overlooked in carcinoma 
of the lung. This is the result of a tumor 
located in one of the larger bronchi. It 
may spread to the regional lymph nodes 
or through the wall to produce peribron- 
chial infiltration. This may be noted in 
many cases for months before the onset 
of symptoms. There is considerable varia- 
tion in the size and shape of the hilar 
shadows in normal individuals and in 
borderline cases it is difficult to determine 
whether we are looking at a variation of 
the normal or at an enlarged hilum. 
Rigler, O’Loughlin, and Tucker have sug- 
gested a method of measuring the hilar 
structures which should aid in determin- 
ing whether the hilum is enlarged. With 
enlargement, old inflammatory processes 
cannot be absolutely eliminated but it has 
been shown that bronchogenic carcinoma 


is a frequent cause of an enlarged hilum. 

The technique of measurement of the 
hilar structures consists of drawing a ver- 
tical midthoracic line bisecting the hori- 
zontal transthoracic diameter at the aortic 
arch and at the diaphragms. The distance 
between the lateral margin of the visual- 
ized hilus and vertical midthoracic line 
along a line perpendicular to the mid- 
thoracic line represents the transverse di- 
ameter of the hilum. The right and left 
diameters are not usually continuous. 

In the normal individual the hilus meas- 
ures from 3.5 to 7.0 cm. With involve- 
ment of the hilus by carcinoma the meas- 
urement ranges from 5.7 to 11.5 cm. The 
sum of the measurements across both hilar 
areas in the normal chest averages 11.0 
cm. and the difference in the measure- 
ments of the right and left sides, 1.0 cm. 
or less. The sum of the measurements of 
both hilar areas in the abnormal chest 
averages 13.0 cm. Therefore, if the sum 
of the measurements across the hilar 
structures is 13.0 cm. or over, or if one 
hilum measures over 7.0 cm. the possibil- 
ity of the chest being normal is less than 
10 per cent. If the sum of the measure- 
ments is under 11.0 ecm. there is little 
chance that carcinoma will be present in 
the hilum. 


OBSTRUCTIVE EMPHYSEMA 

Obstructive emphysema occurs as an 
early roentgen sign of bronchial car- 
cinoma. With obstruction of a bronchus 
air enters the obstructed segment or lobe 
on inspiration. On expiration the involved 
segment or lobe remains distended as air 
leaves the remainder of the lung. With 
involvement of a lobe or lung the medi- 
astinum may be displaced to the normal 
side on expiration. On the film at the end 
of expiration the diaphragm on the af- 
fected side will be depressed relative to 
the diaphragm on the normal side. Ob- 
structive emphysema may be easily over- 
looked unless remembered and looked for 
on films made at the ends of inspiration 
and expiration. Occasionally, a tumor may 
cause atelectasis of one lobe or segment 
of a lobe and obstructive emphysema of 
the adjacent area. 
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MEDIASTINAL INVOLVEMENT 

While mediastinal involvement is fre- 
quently present in relatively late cases of 
bronchogenic carcinoma associated with 
atelectasis, infection and hilar enlarge- 
ment, it may be present infrequently in 
the early stages of bronchial cancer as the 
only evidence of abnormality. A wide, 
lobulated mediastinal shadow may be noted 
which results from spread of the tumor 
to the mediastinal lymph nodes. The dif- 
ferential diagnosis must consider the lym- 
phoma group and in some cases aortic 
aneurysm. 


PERIPHERAL MASS OR “COIN” LESION 

As a group the peripheral or solitary 
mass or “coin” lesions may include many 
histological types. In the average series 
of cases the most frequent lesion is the 
granuloma, which also has been designated 
as a tuberculoma. The hamartoma, fib- 
roma, and chondroma represent the benign 
members of the group. The bronchial 
adenoma and pleural mesothelioma are 
considered potentially malignant tumors 
and for that reason are treated as such. 


In from 35 to 45 per cent of cases the 
peripheral solitary mass is malignant— 
primary or metastatic. Terminal bron- 
chiolar or “alveolar cell” carcinoma is 
found in many of the peripheral or soli- 
tary masses of the malignant type. In 
many cases the metastatic tumors are 
multiple and this fact in addition to the 
history of a primary tumor elsewhere will 
establish the diagnosis. Metastatic single 
tumors do occur, without a known pri- 
mary location, and the differential diag- 
nosis may be impossible except by ex- 
ploratory thoracotomy. With known tu- 
berculosis a solitary mass in the area of 
involvement may represent a malignant 
tumor and not a tuberculoma. 


Lateral and oblique views in addition to 
the postero-anterior view are necessary to 
establish the location of the mass. What 
may appear to be a hilar or central mass 
may prove to be peripherally situated on 
the other films. 


It is in this group particularly that ex- 
ploratory thoracotomy is indicated in all 
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cases in which the mass is not known or 
proved to be benign. As a rule, metastases 
occur relatively later than in the central 
hilar type, and the tumor may remain the 
same size for months. With metastasis, 
the hilar structures will become enlarged 
and may appear considerably larger than 
the primary focus. With infection, the 
solitary focus may simulate pneumonia or 
pulmonary abscess. At survey examina- 
tions no symptoms were present in ap- 
proximately 52 per cent of the solitary 
peripheral malignant tumors discovered, 
which were not complicated by infection 
or metastasis. 


In the differential diagnosis of the 
“coin” lesions the various characteristics 
of the shadows have been studied. As a 
general rule, the malignant tumor is 
larger, more irregular and less clearly de- 
fined than the benign tumor, but these 
points are of practically no value in the 
differential diagnosis. Complicating fac- 
tors, such as hemorrhage, may produce a 
well defined regular shadow in a highly 
malignant tumor. The density or homo- 
geneity and the location of the tumor are 
of no significance in the differential 
diagnosis. 

The two characteristics which may 
prove to be of importance, with limita- 
tions, are the presence of calcium in the 
lesion and the evidence of growth. Central 
or laminated calcification is fairly good 
roentgen evidence that the tumor is be- 
nign. In some cases the calcification may 
be difficult to demonstrate and Bucky or 
body section films may be necessary to 
visualize it. Peripheral calcification has 
been demonstrated in the slow growing 
bronchiolar or “alveolar cell” tumors. 

Evidence of growth is definitely indica- 
tive of the malignant nature of the tumor. 
It is questionable whether the delay neces- 
sary to demonstrate this finding is too 
costly from the standpoint of the loss of 
operability. Serial films are especially 
valuable in the differential diagnosis of 
acute penumonias and central hilar ma- 
lignancy but there is no indication in the 
peripheral lesion for such costly delay. 
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PULMONARY ABSCESS 

The presence of a pulmonary abscess in 
a man of over forty years of age should 
be considered the result of malignant 
changes until disproved. Cavitation and 
bronchiectasis result from bronchostenosis 
and infection. In some cases the irregular, 
nodular, or lobulated wall of the cavity 
due to the projections of malignant tissue 
can be demonstrated by Bucky or body 
section films. 

INFILTRATION SUGGESTIVE OF PNEUMONIA 

An infiltration suggestive of pneumonia 
may be seen in the central or hilar type 
of bronchogenic tumor with minimal hilar 
enlargement and nodularity and with 
peribronchial, perivascular, or  perilym- 
phatic infiltration. It may be noted, also, 
peripherally, simulating the “atypical” or 
“virus” types of pneumonia. The differ- 
ential diagnosis in the case of the acute 
pneumonias is relatively easy by the clini- 
cal findings and in the clearing or dis- 
appearance of the abnormal shadows with- 
in periods ranging from several days to 
several weeks. In the case of the chronic 
types of infections, such as lipoid pneu- 
monia, atypical tuberculosis, or fungus in- 
fections, the differential diagnosis may be 
extremely difficult. 

SUPERIOR PULMONARY SULCUS TUMOR 

In 1924, Pancoast presented three cases 
believed to represent an entity among in- 
trathoracic tumors. Since that time many 
cases have been reported. Although it was 
suggested that an embryonal rest was the 
etiological factor it is generally recognized 
that in the majority of cases a bronchiolar 
cancer of various histological types is 
identified. Metastases from primary can- 
cers or sarcomata elsewhere have also been 
reported. Pain in the shoulder and atro- 
phy of the muscles of the upper extremity 
are usually present. Horner’s syndrome, 
associated with local destruction of ribs 
or vertebrae, is noted in most cases. 


MULTICENTRIC TERMINAL BRONCHIOLAR 
CARCINOMA 


Multicentric terminal bronchiolar car- 
cinoma has also been considered as “alveo- 
lar cell” carcinoma and it is practically 
impossible to differentiate it from pulmo- 
nary adenomatosis by radiological meth- 
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ods. Pneumoconiosis, miliary tuberculosis, 
and miliary metastases must be differ- 
entiated from this entity. Of slight value 
is the fact that in multicentric terminal 
bronchiolar carcinoma fibrosis is absent 
and the nodules appear to coalesce to form 
infiltrative masses. 
SUMMARY 

Radiological examination of the chest is 
the simplest and most effective method of 
detecting early malignant pulmonary le- 
sions. The rate of resectability and cure 
is very much higher in those cases in 
which roentgen evidence of a pulmonary 
lesion is discovered before the onset of 
symptoms. 

The differential diagnosis of malignant 
and benign pulmonary lesions is difficult 
and often impossible. Exploratory thor- 
acotomy and biopsy are indicated in every 
operable case in which a definite diagnosis 
of a benign lesion cannot be made by all 
the available nonsurgical diagnostic pro- 
cedures. Where there is a doubt or ques- 
tion, the roentgen diagnosis of malignant 
pulmonary lesion is accurate in a larger 
percentage of cases than is the roentgen 
diagnosis of a benign pulmonary lesion. 

Central or laminated calcification is the 
only roentgen finding of significance in 
the differential diagnosis of “coin” le- 
sions. Evidence of clearing or disappear- 
ance of the abnormal shadow in serial 
films is of value in the differential diag- 
nosis of the acute pneumonias. Evidence 
of growth or spread of the lesion in serial 
films will indicate the presence of a ma- 
lignant process but the slow growth of 
some of the malignant tumors will void 
the value of this sign by a reduction in 
the rate of resectability. 
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DIFFERENTIAL DIAGNOSIS OF 
URETERAL CALCULI * 
CHARLES O. FREDERICK, M. D. 

LAKE CHARLES 

No attempt will be made to review the 
various theories of the etiology of urinary 
tract calculi. There is, however, a very in- 
tensive study being done in various sec- 
tions of the country pertaining to the fac- 
tors of stone formation. 

It is generally agreed that most ureteral 
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calculi originate in the calyces or pelvis 
of the kidney and the symptoms result 
from their transit through the ureter or 
their impactions somewhere enroute. 

Herman states that rare primary stone 
develops in a sacculation or dilated seg- 
ment of the ureter proximal to a stric- 
ture. They are usually alkaline in com- 
position suggesting that stasis with bac- 
terial decomposition has been a major 
factor. 

DIAGNOSIS 

Ureteral calculi may be classified into 
three groups according to their clinical 
manifestations: 

Group I. Those with typical colic. 

Group II. Presenting basically lower 
urinary tract symptoms. 

Group III. Atypical cases in which the 
symptoms are referred to other organs. 

A carefully taken history is one of the 
most valuable aids in the diagnosis of 
ureteral stone. 

A detailed account of the onset of the 
attacks is of extreme value, as is also 
the relationship of nausea and vomiting 
to the initial pain. A history of prior 
attack of colic or passage of stone, the 
location and radiation of pain, presence 
of gross hematuria, etc., are all important. 
Typical ureteral colic begins suddenly and 
usually without premonitary symptoms. 
A story of being awakened by the severe 
pain is so common that in my experience 
I believe the attacks occur more often at 
rest, but they also may occur during heavy 
lifting or exercise. Usually, without warn- 
ing the attack begins with a sudden stab 
in the back followed by waves of increas- 
ing pain of a very severe nature. Rigidity 
of the abdominal muscles, acceleration of 
the pulse, and a cold, clammy skin are 
usually present. Nausea and vomiting are 
practically always present. The pain later 
is referred to the course of the ureter or 
along the lumbar plexus into the testis, 
thigh, and glans penis in men, and in 
women into the vulva. These patients are 
usually unable to sit or lie down, but will 
be found pacing the floor. Careful ques- 
tioning with regard to recent ingestion of 
a sulfa preparation is valuable. The sever- 
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ity of the pain is dependent on the sudden- 
ness of the change in pressure in the 
ureter. 

Ureteral stones in the second clinical 
group present mainly lower urinary tract 
symptoms, including frequency, urgency, 
dysuria, pain referred to the rectum, 
urethra, perineum, or vagina. These symp- 
toms may or may not be associated with 
ureteral colic and renal pain. 

In the atypical groups of cases pain may 
simulate gall bladder disease, appendicitis, 
disease of the pelvis in the female, the 
colon, etc. 

Calculi in a fixed position in the ureter, 
causing practically no obstruction may re- 
main indefinitely without causing ureteral 
or renal pain, and frequently, small stones 
pass unnoticed by the patient. Ureteral 
stone obstruction may be ushered in by 
the symptoms of acute severe pyelonephri- 
tis with continuous or remittent fever, 
rapid pulse, luekocytosis and tenderness 
over the kidney. Sometimes it is preceded 
by acute pain but often there are no local- 
izing signs to indicate ureteral obstruction. 
Anuria is occasionally the first indication 
of ureteral stone obstruction and its onset 
may or may not be preceded by pain. 

PHYSICAL FINDINGS 

Findings vary greatly from severe loin 
tenderness on palpation or percussion, 
usually found in acute obstruction, to the 
complete absence of findings. Neverthe- 
less, a careful physical examination should 
be done as other lesions possibly causing 
the symptoms may be detected. An at- 
tempt to palpate stone by rectum or 
vagina should be done but only large 
stones can be detected in this manner. In 
my experience this procedure has only 
been of value in women. 

Hematuria either gross or microscopic 
is the most valuable laboratory finding. 
The blood cells may be few or many, and 
often repeated microscopic examination 
within a few hours will vary. In other 
words, none may be found on careful ex- 
amination, but a few hours later signifi- 
cant quantities detected. A normal urine 
has been reported in as high as 20 per 
cent of cases by some authorities, but 
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most believe the percentage is much less. 
I think the number of cases is surprising 
in which gross hematuria without pain 
is present in ureteral stone. Carefully 
searched for, a trace of albumin is found 
in a high percentage of cases. 

A moderately elevated white blood count 
is frequently found in uncomplicated uret- 
eral stones as well as 99° to 99.5° tem- 
perature. Unfortunately, these two pro- 
cedures are of little diagnostic assistance 
in uncomplicated cases. 

X-RAYS 

When a ureteral stone is suspected the 
plain film of the abdomen, the so-called 
KUB. or “flat plate” is of prime impor- 
tance. 

Fortunately, most ureteral stones are 
sufficiently dense to cast a shadow on the 
plain film. In a small percentage, esti- 
mated from 3 to 5 per cent, the stones 
may be nonopaque. These are usually the 
uric acid, cystine, or xanthine stones. In 
studying the KUB, we should always keep 
in mind the most common extraurinary 
shadows which may be confusing such as: 

1. A dense tip of the transverse process 
of the lumbar vertebra. 

2. Calcification of the iliac vessels just 
below the sacroiliac joint. 

3. Phleboliths. 

4. Mesenteric lymph nodes. 

Stones of small size or poor density may 
be obscured by bony structure, especially 
the sacrum, and by gas in the intestines. 
Excretory urogram is the most reliable 
method of identifying a stone. There is 
no doubt that the frequency and accuracy 
of ureteral stone diagnosis has increased 
with the rapid increase in the use of intra- 
venous urogram. Since the method is so 
valuable some time should be devoted to 
discussing the interpretation of this meth- 
od and some of the pitfalls. 

There are two main types of urogram 
seen with stone: 

1. The so called ideal case—when only 
moderate obstruction exists and good func- 
tion is present; the ureter is well visual- 
ized down to and including the stone 
shadow. The diagnosis in these cases is 
simple and definite. 
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2. Acute severe obstruction with a 
temporary failure to excrete the dye. In 
most cases this, together with the history 
of pain on the side corresponding to the 
functionless kidney and the presence of a 
shadow in line with the ureter, is sufficient 
to make the diagnosis. If no shadow is 
found in the plain film and diagnosis is 
urgent, ureteral catheterization is neces- 
sary. 

Demonstrating that the shadow and the 
outline of the ureter coincide in the an- 
terior posterior view does not necessarily 
clinch the diagnosis. 

Oblique and lateral views to prove that 
they are in the same plane will prevent 
many errors. These should be made at 
the time of maximal ureteral filling. Dila- 
tation just above or below the stone 
shadow, or a localized area of dilatation 
of the ureter in the area where the stone 
is located, aid in the interpretation of the 
urogram. Stones in the intramural ureter, 
due to spasm, frequently show the dye 
absent just above and below the stone. 
Nonopaque ureteral calculi are usually 
very difficult to recognize. The classical 
finding is a negative shadow or filling de- 
fect in the ureter in the urogram. In cases 
of acute obstruction with no kidney func- 
tion on the involved side the passage of 
a ureteral catheter may reveal obstruction 
at a definite level with stasis above or a 
“grating” sensation may be felt on pass- 
age of the catheter. If a retrograde ure- 
terogram is resorted to, a filling defect 
may be shown. In a recent case a constant 
filling defect with dilatation above re- 
quired exploration to prove the defect to 
be due to a nonopaque stone and not a 
ureteral tumor. In reduplication of the 
ureter a stone shadow in an obstructed 
ureter may be erroneously considered out- 
side the urinary tract if the other ureter 
is outlined in the urogram and this possi- 
bility must always be considered. 

Some maintain that ureteral catheter- 
ization and retrograde pyelography are 
never necessary or justifiable in the diag- 
nosis of stone, but occasionally, especially 
with nonopaque calculi or where renal 
function and dye concentration is poor, 
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such procedures must be utilized to ac- 
curately diagnose and localize stones. The 
use of a wax tipped ureteral catheter is 
not often employed at the present time, 
probably because of newer and better di- 
agnostic aids, but may be of considerable 
value if carefully used. 

The calculi most frequently overlooked 
according to Peterson and Holmes are 
those located in a small area medial to the 
spine of the ischium and just above a line 
joining the lowest part of the ischial 
spines. Too, a stone may be obscured by 
the bony pelvic structure or because it is 
too small. 

DIFFERENTIAL DIAGNOSIS 

In considering differential diagnosis no 
attempt will be made to differentiate the 
common pathologic states within the urin- 
ary tract which may be confusing, such as 
ureteral stricture, tumors of the ureter, 
blood clots, ureteritis cystica. Instead the 
more common entities outside the urinary 
tract will be considered. 

Appendicitis: By far the most impor- 
tant and frequent source of concern is the 
correct differentiation of acute appendici- 
tis from ureteral stone. In appendicitis 
the history of gradual onset with colicky 
epigastric pain and later localization over 
McBurney’s point is important. In con- 
trast, the pain in stone is sudden in onset 
and usually radiates. Rigidity and re- 
bound tenderness are usually present but 
may also be noted in stone. The urine is 
usually normal in appendicitis, but micro- 
scopic hematuria may be present if the 
appendix is adherent to the ureter. 

In rare cases the presence of radiopaque 
concretions in the appendix may make the 
diagnosis even more difficult. The tem- 
perature and leukocyte count are usually 
moderately elevated with a high polymor- 
phonuclear count. The excretory urogram 
is of vital importance and will usually 
present one of the patterns previously 
described. 

Intestinal obstruction: In many cases 
of acute, severe ureteral obstruction the 
nausea, vomiting, and adynamic ileus may 
easily be confused with intestinal obstruc- 
tion. The pain may be colicky, intermit- 
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tent, and not well enough localized to in- 
dicate ureteral involvement. The abdomen 
may show marked distention; absence of 
peristalsis and the x-ray show the bowel 
distended with gas. A history of previous 
operations may be obtained in intestinal 
obstruction and physical examination may 
detect a cause for the obstruction, such 
as an incarcerated hernia or a mass due to 
intussusception. Visible peristalsis may be 
seen. The urine and blood count are usu- 
ally normal early in intestinal obstruction. 

Gall stone colic may be confused with 
ureteral pain as the onset in both is sud- 
den, the pain severe and colicky. Radi- 
ation to the right shoulder area is common 
and there may be localized tenderness over 
the gall bladder. A history of prior simi- 
lar attacks of dyspepsia and nausea to- 
gether with moderate temperature 100° 
to 101° F. with normal urinary findings 
is usually present. X-ray studies may re- 
veal shadows of proper density in the gall 
bladder region. The age incidence is the 
same, but females predominate. 

Not often is it necessary to differenti- 
ate ruptured peptic ulcer from ureteral 
stone as the boardlike rigidity noted with 
ulcers is not a finding in ureteral ob- 
struction. The sudden onset of severe 
pain, predominantly in males of 30 to 50 
years of age, with normal temperature 
and leukocyte count, are found in both. 
If typical rigidity is not present excretory 
urogram should be utilized promptly as 
the type of stone case likely to be confused 
with this picture frequently does not pre- 
sent localization symptoms early. 

Tabes dorsalis is another condition in 
which pain is sudden in onset, sharp and 
agonizing in the epigastrium, and with 
girdle radiation to the back. Sweating, 
cold extremities, and a weak pulse are 
usually present. A careful physical ex- 
amination will detect absent knee jerks; 
Argyll-Robertson and a positive Romberg. 
The temperature and blood count are 
normal. 

A twisted ovarian cyst pedicle or rup- 
tured ectopic pregnancy may give pain of 
sudden onset, sharp and stabbing in one 
iliac region radiating to the back. In the 


former a history of pelvic tumor is ob- 
tained and on examinataion tenderness 
and a pelvic mass will be found corre- 
sponding to the site of the pain; in the 
latter a history of amenorrhea, associated 
at times with signs of pregnancy. The 
pain is sudden and intense in one or the 
other ovarian region and accompanied by 
faintness and collapse. Bimanual exami- 
nation will reveal a boggy mass in the cul- 
desac. The temperature is subnormal and 
the leukocyte count elevated and anemia 
is usual. 

Acute pyelitis is gradual in onset rather 
than sudden, the pain usually dull aching 
in character present over the kidney with 
some radiation along the ureters to the 
bladder. There is tenderness over the 
kidney but no rigidity. Frequency, dy- 
suria and pyuria are the rule. The tem- 
perature is elevated and may be up to 104 
to 105° F. and the leukocytes are elevated 
sometimes as high as 25,000. 

A condition not likely to be given con- 
sideration in the diagnosis of ureteral 
stone is dissecting abdominal aortic an- 
eurysm. We have encountered three such 
cases during the past several years in 
which ureteral stone syndrome was simu- 
and intermittent and radiates to the back. 
Bladder symptoms may be associated in 
lated and urologic study was necessary to 
eliminate ureteral obstruction. The pain 
is severe, persistent, rather than colicky, 
some cases but usually none are present. 
Diagnosis of this condition is not easy, but 
perhaps because it is not given consider- 
ation. Absence or weakness of the femoral 
pulse on the side involved usually can be 
detected and if the presence of an ex- 
pansile pulsating tumor can be observed 
the diagnosis is almost certain. The urine 
is negative and x-ray may show an erosion 
of the vertebral bodies with intact discs. 

Sulfonomide obstruction due to crystal- 
lization may give the typical picture of 
ureteral stone. A history of sulfa therapy 
together with the finding of sulfa crystals 
in the urine creates suspicion and war- 
rants immediate study with excretory 
urogram, and if obstruction exists ureter- 
al catheterization. 
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Other conditions to consider on oc- 
casion are: (1) ruptured graafian follicle, 
(2) acute salpingitis, (3) mesenteric 
thrombosis, (4) pancreatic calculi with 
colic, (5) herpes zoster. 

Conditions giving symptoms of cysto- 
urethritis: The differentiation of stone in 
the distal ureter and chronic prostatitis 
is very frequently necessary. A patient 
may complain of aching in one testis, fre- 
quency of urination, dysuria, and perhaps 
discomfort on ejaculation. The urine is 
frequently normal or contains a few red 
blood cells due to the posterior urethritis. 
The testis on the involved side may be 
tender on examination. The presence of 
pus in the prostatic fluid proves the pres- 
ence of prostatitis, but does not rule out 
stone as both may be present. The pain 
of prostatitis is usually relieved by treat- 
ment. If symptoms do not improve x-ray 
studies, including an excretory urogram 
with oblique or lateral views, will reveal 
that a stone in the ureter is responsible 
for the symptoms and not the prostatitis. 

Occasionally an acute epididymitis, be- 
fore the swelling is pronounced, may re- 
semble stone. There may be urinary symp- 
toms of frequency, urgency, and dysuria, 
together with colicky pain in either lower 
quadrant and tenderness to palpation. The 
pain and tenderness is rarely ever above 
the internal inguinal ring. The urine will 
reveal pyuria in nearly all cases. A his- 
tory of urethral discharge is valuable. 
The epididymis is tender and a variable 
degree of fever and leukocytosis is almost 
constant. 

In women a low lying stone may be con- 
fused with granular urethritis. The urin- 
ary symptoms may be similar with no 
pyuria and only an occasional red blood 
cell or none. Cysto-urethroscopy may also 
show typical granular changes. In these 
cases vaginal examination may be helpful 
in localizing tenderness in the area of the 
stone if not actually being able to detect 
it on palpation. A history of colic in the 
past may be helpful. If rapid improve- 
ment is not obtained by treatment ureter- 
al stone must be eliminated. 

The presence of frequency and dysuria 
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at times along with cramplike pain in one 
or the other iliac fossa due to chronic 
salpingo-oorphoritis may require differenti- 
ation from stone in the lower ureter. The 
presence of leukorrhea, menorrhagia, back- 
ache and a painful mass behind or beside 
the uterus will usually be found in pelvic 
infection. 

Painful intercourse is a common com- 
plaint with stones in the lower ureter and 
proper studies should be done to rule out 
calculi in cases where the cause is undeter- 
mined. 

SUMMARY 

In the diagnosis of ureteral calculi x-ray 
studies are essential, including the excre- 
tory urogram. A careful history, physical 
examination, and urinalysis will localize 
most stones, but occasionally ureteral 
catheterization and retrograde studies are 
necessary. 

Many of the syndromes giving acute ab- 
dominal pain need to be considered in a 
differential diagnosis of acute ureteral 
obstruction due to calculi. Finally, stones 
in the lower ureter frequently present 
symptoms of cystourethritis only, which 
may be a source of confusion. 


REFERENCES 

1. Braasch, W. F., and Emmett, J.; Clinical Urography, 
W. B. Saunders Co., Philadelphia, 1951. 

2. Doss, A. Keller: Management of ureteral calculi, 
J. Louisiana State M. Soe. 106:47, (February) 1954. 

3. Higgins, C. C.; Nonopaque urinary tract caleuli, J. 
Urol. 70:857, 1953. 

4. Lowsley, Oswald Swinney, and Kirwin, T.; Clinical 
Urology, 24 Ed., 1944, Williams & Wilkins, Baltimore. 

5. Muellner, S. Richard, Sears, Bernard: The problem 
of the nonopaque urinary tract stone, J. Urol. 67:882, 
(June) 1952. 

6. Rolnick, Harry C., Practice of Urology, J. B. Lip- 
pineott & Co., 1949. 

DISCUSSION 

Dr. John G. Menville (New Orleans): The 
differential diagnosis of ureteral calculus implies 
equivocal signs, symptoms, and findings and an 
uncertainty of the diagnosis. Such indecision sel- 
dom arises if a complete urological examination is 
made. It is usually in the absence of clear uro- 
grams that a surgeon remains in doubt. 

The problem of differential diagnosis is best 
solved by proving a calculus to be present or 
definitely absent. The judicious use of opaque 
catheters, dye, and urograms in the A-P and ob- 
lique views is of inestimable value in terminat- 
ing all doubt. 

Ureteral colics are seldom mistaken for biliary 
calculi but such conditions as appendicitis, blood 
clots from hemorrhage of the kidney or ureter, 


intestinal obstruction, transient recurrent ob- 
structions of certain hydronephrosis, herpes zos- 
ter, intervertebral discs, cord lesions and pelvic 
pathology in the female may simulate pain pro- 
duced by a ureteral calculus. 

The differential diagnosis between a ureteral 
calculus and an acute abdominal disaster may be 
difficult. The presence of distention may neu- 
tralize the usual advantage of radiograms. The 
presence of blood in the urine, tenderness in the 
lumbar area, and partial rigidity of the abdomi- 
nal muscles are suggestive of ureteral colic. On 
the other hand, a rapidly rising pulse and one 
over 100 is suggestive of an intraperitoneal le- 
sion. In all such doubtful cases an exploratory 
laporatomy is indicated. 

Nonopaque stones, estimated to be present in 
5 per cent, pose an additional problem. Negative 
shadows in opaque dye help in their detection. 
It must be remembered that a ureteral calculus 
may be secondary to such underlying pathology 
as stricture, infection, valve, and tumor. 

Silent calculi may be overlooked because of 
the absence of pain. Such cases usually show 
blood in the urine and are frequently accom- 
panied by digestive disturbances. 

Whenever a diagnosis of ureteral calculus is 


missed it is usually the result of an incomplete 
examination. 
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DIAGNOSIS AND TREATMENT OF 
THE PAINFUL SHOULDER * 
I. W. KAPLAN, M. D. + 
L. TERRELL TYLER, + 
NEW ORLEANS 

Pain in the shoulder is a common com- 
plaint for which there are many causes. 
Injuries, major or minor, and diseases 
that result from degenerative changes in 
the musculotendinous cuff and the long 
head of the biceps are responsible for 
most cases of pain that have their origin 
in the shoulder. 

In order to understand the structural 
changes and disturbed function that result 
from such conditions, it is necessary to 
understand the anatomy of the shoulder 
and shoulder joint. 

ANATOMY OF THE SHOULDER 

The scapulohumeral joint is often re- 
ferred to as the shoulder. DePalma’ has 
pointed out that the shoulder is actually 
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composed of four articulations: (1) the 
sternoclavicular, (2) acromioclavicular, 
(3) scapulohumeral, and (4) scapulothora- 
cic. 

The scapulothoracic connection is not a 
true joint but, because it acts as one, it 
should be considered as such functionally. 

The scapulohumeral joint consists of the 
articulation between the glenoid process 
of the scapula and the humeral head '*. 
The head of the humerus is much larger 
than the glenoid cavity and only a small 
portion of the head is in contact with the 
glenoid fossa at any one time during 
motion or at rest. The capsule of the 
glenohumeral joint arises from the bony 
rim of the glenoid process and inserts 
distally into the upper portion of the ana- 
tomic neck of the humerus. The capsule 
of the glenohumeral joint is exceedingly 
lax. This is especially true of the inferior 
portion and, when the arm is adducted to 
the side, it forms a loose redundant fold. 
Because of the laxness of the capsule, a 
wide range of movement is possible. The 
capsule is strengthened on all sides except 
on the inferior portion by the flat tendons 
of the supraspinatus, infraspinatus, teres 
minor and the subscapularis muscles. All 
of these muscles end in broad, flat tendons 
and the component fibers seem to flow 
together with those of the joint capsule. 
So complete is the fusion in this area that 
they appear to be one structure’. These 
tendons make up the musculotendinous 
cuff of the scapulohumeral joint, and the 
deltoid and teres major muscles cover the 
rotator cuff and glide over it. This is 
made possible by the interposition of sev- 
eral bursae. 

TEARS OF THE MUSCULOTENDINOUS CUFF 

Function of the Musculotendinous Cuff. 
The muscles of the musculotendinous cuff 
have several functions. They rotate the 
humerus externally and internally; they 
fix the humeral head in its various posi- 
tions on the glenoid fossa. They act as a 
suspensory ligament, and they maintain 
the power of the abducted arm. The su- 
praspinatus initiates the first 20 to 30 
degrees of abduction. 

Etiology of Tears. Age, trauma of use, 
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and occupation, as well as direct injury, 
may cause tears in the musculotendinous 
cuff. It has been noted that degenerative 
changes are grossly demonstrable after the 
fourth decade and increase with age} ®.®, 
Tears of the musculotendinous cuff are 
infrequent before the fourth decade of life. 
After this they are much more common 
and are sometimes caused by minor trau- 
ma. We have seen spontaneous rupture 
in one patient who was seventy years of 
age. 

The supraspinatous tendon forms the 
top of the cuff and is under more strain 
than are the other tendons. The constant 
movement of the tendon as it arches over 
the head of the humerus and under the 
coracoid process subjects it to constant 
friction as the arm is abducted and ad- 
ducted and predisposes to tears as a result 
of the trauma of use. 

Tears are more frequent in individuals 
whose occupations require hard labor. 
Men are affected ten times as frequently 
as women. 

A history of injury can be elicited in 
most cases, the most frequent being a fall 
on the outstretched arm, the sudden ele- 
vation of the arm, or the lifting of some 
heavy object. 

Pathology of Tears. Tears of the mus- 
culotendinous cuff can be divided into two 
major types—incomplete and complete?5. 7. 

There are three types of incomplete 
tears'.°.7—tears on the inferior surface, 
tears in the substance of the cuff, and 
tears on the superior surface. Tears in 
the substance of the tendon rarely produce 
symptoms early. Later in the healing 
process, calcium salts may be deposited at 
the site of injury and produce a calcareous 
tendinitis, which may involve the bursa 
which overlies the supraspinatous tendon. 
Tears on the inferior surface may irritate 
the joint capsule and produce symptoms, 
while tears on the superior surface, be- 
cause of the rough, mobile tab of tissue 
that forms, irritate the bursa which over- 
lies the supraspinatous tendon and may 
give rise to a bursitis without calcification. 

Complete ruptures extend through the 
entire thickness of the cuff and involve 
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the joint capsule. In some cases the great- 
er part of the cuff is completely detached 
from both tuberosities. These extensive 
lesions are called massive avulsions and 
are associated with dislocations of the 
scapulohumeral joint and fractures of the 
anatomic neck of the humerus. Most com- 
plete tears occur in the region of the su- 
praspinatous tendon because it is sub- 
jected to the greatest amount of strain. As 
a result of trauma inflicted on a degen- 
erated tendon, a transverse tear occurs. 
Repeated trauma and the pull of the sub- 
scapularis and teres minor muscles in op- 
posite directions cause the tear to spread, 
forming a crescentic or triangular de- 
fect 3, 6-11, 

Clinical Picture of a Tear. Pain in the 
shoulder following an injury is a constant 
and characteristic feature of tears of the 
musculotendinous cuff. The pain is usual- 
ly localized over the greater tuberosity of 
the humerus and is aggravated by motion, 
especially abduction. It may radiate up 
into the neck or down the arm. After 
several days the acuteness of the pain sub- 
sides, the duration depending upon the 
extent and nature of the tear. The degree 
to which normal] function is impaired also 
depends upon the extent of the tear, 
whether it is incomplete or complete. In 
the acute stages, pain and muscle spasm 
may be so pronounced that the severity of 
the lesion cannot be ascertained by physi- 
cal examination. After a few days of rest, 
the pain may lessen and the extent of the 
damage may then be accurately evaluated. 

Physical Examination. Physical exami- 
nation in the acute stage reveals marked 
tenderness over the greater tuberosity of 
the humerus and the deltoid muscle. Ab- 
duction of the arm causes pain, and the 
ability to maintain the arm in this position 
is decidely reduced. If the rupture is com- 
plete, abduction cannot be maintained at 
all. Active contractions of the deltoid 
should always be elicited in order to rule 
out paralysis of the axillary nerve. Later 
there may be atrophy of the shoulder 
muscles, usually becoming noticeable three 
to four weeks after the injury. The degree 
of atrophy will be dependent upon the 
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severity and duration of the lesion. 

Partial ruptures can never be diagnosed 
with certainty by clinical examination. 
They may be suspected when a typical 
history has been obtained. Infiltration of 
10 ec. of one percent procaine relieves 
muscle spasm and temporarily gives com- 
plete restoration of power and range of 
motion. 

X-ray studies should always be made to 
rule out bone injury or a calcareous 
tendinitis. 

Treatment. When a diagnosis of a par- 
tial or complete rupture of the cuff has 
been made, the affected extremity should 
be placed in a sling until the acute stage 
has passed. This usually requires forty- 
eight to seventy-two hours. Then physio- 
therapy, consisting of heat and active 
movements, is instituted. Recovery usual- 
ly occurs after five to six weeks. 

It is rarely necessary to operate on com- 
plete tears and good results may be ob- 
tained if the shoulder is protected from 
further trauma and treated conservatively 
much as in the case of an incomplete tear. 
When massive avulsions have occurred it 
may be necessary to reattach the torn cuff 
to the greater tuberosity of the humerus 
by open operation } 35-7, 

CALCAREOUS TENDINITIS 

The term, calcareous tendinitis, more 
adequately describes the basic patho- 
logic process responsible for this syn- 
drome !: 4-6. 19-13 than do the frequently used 
terms, subdeltoid bursitis and subacromial 
bursitis. It has been found that either as 
a result of trauma or because of degen- 
erative changes in the supraspinatous ten- 
don, there is a deposition of calcium in 
the tendon as it heals. The bursa overlies 
the tendon and, in the motion of abduc- 
tion, it is compressed between the head 
of the humerus and the acromial process. 
The constant irritation caused by the cal- 
cified mass beneath the bursa causes it to 
become inflamed, swollen, and painful. 
The inflammatory process may, and usual- 
ly does, spread to the other components 
of the shoulder cuff, which results in 
further pain and limitation of scapulo- 
humeral motion. If the deposit is large, 


it may erode the floor of the bursa and 
rupture into it, resulting in an accumula- 
tion of a milky fluid. It is apparent, 
therefore, that the primary disturbance 
begins in the tendon and the bursa be- 
comes only secondarily involved. Calcare- 
ous tendinitis occurs more frequently in 
the fourth and fifth decades when degen- 
erative changes begin to take place. Males 
are affected more than females and the 
right shoulder is involved in_ right-handed 
individuals, the left in the left-handed in- 
dividual. It may be bilateral. The condi- 
tion is common in salesmen, who carry 
valises, and in housewives who do their 
own washing. The patient often gives a 
history of trauma several years previously. 

Clinical Features. In the acute stage, 
pain, muscle spasm, and restriction of 
motion are the cardinal features of cal- 
careous tendinitis. The patient gives a 
history of the sudden onset of pain in the 
shoulder, aggravated by abduction and ex- 
ternal rotation. The pain may radiate up 
the neck or down the arm to the forearm. 
On physical examination, pressure over 
the greater tuberosity of the humerus 
causes exquisite pain. X-rays show a cal- 
cified mass just above the greater tuber- 
osity of the humerus. It is quite possible 
to have bursitis without calcification but 
due rather to a superficial tear of the 
supraspinatous tendon. 

The pain is never quite as severe in the 
chronic stage, and only certain motions at 
the shoulder cause discomfort. The patient 
may be unable to sleep because certain 
positions compress the bursa and cause 
pain. 

Treatment. The condition may be treat- 
ed by radiotherapy, by aspiration and 
needling, or by surgical excision. In the 
acute stage, we prefer aspiration and 
needling, with the injection of 25 mg. (1 
ee.) hydrocortone. The technic is simple. 
The skin over the shoulder is prepared 
and 1 per cent novocaine is injected to 
create a wheal over the most tender area 
of the shoulder. The novocaine filters 
down to the bursa and to the greater 
tuberosity of the humerus. Then the bursa 
is aspirated for milky fluid, although 
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usually none is obtained. If milky fluid 
is aspirated, a #19 needle is inserted di- 
rectly opposite to—and about 1 cm. away 
from—the first needle. The bursa is ir- 
rigated with normal saline until the solu- 
tion returns clear. If no milky fluid is 
aspirated, numerous punctures are made 
in the bursa and about 25 cc. of 1 per 
cent novocaine is injected into and about 
the bursa. Finally, 1 cc. (25 mg.) hydro- 
cortone is injected. 

Immediately after this procedure the pa- 
tient usually has complete relief from pain 
and a full range of motion at the shoulder. 
However, several hours later, the pain 
recurs and the patient almost always re- 
quires opiates. In the ensuing few days 
there is a gradual regression of symptoms 
and on the fifth day there is almost com- 
plete relief. Follow-up by serial x-rays 
will show that the calcified deposit be- 
comes less dense and is completely ab- 
sorbed between the sixth and eighth weeks. 
We prefer this treatment because it gives 
a higher percentage of cures, is readily 
available and can be used as an office 
procedure. 

X-ray therapy in the acute stage is a 
very effective form of treatment**. It 
usually requires three to four exposures 
and has the advantage of being painless. 

In the chronic stage neither aspiration 
and needling nor x-ray therapy is effec- 
tive. We usually instruct the patient to 
wait for an acute flare-up and then we 
treat the acute condition. 

Only when the symptoms are extremely 
severe do we advise surgical excision. 

FROZEN SHOULDER 

The frozen shoulder is a definite clinical 
entity’*°. It is usually secondary to 
some form of injury to the shoulder, a 
calcareous tendinitis of the supraspinatous 
tendon, or a bicipital tendosynovitis. Pain 
in the shoulder causes muscular inactivity 
followed by a low-grade chronic inflam- 
matory process which, in turn, causes a 
slowing down of the circulation and ven- 
ous stasis. All of the soft tissues adjacent 
to and comprising the musculotendinous 
cuff are affected. This is responsible for 
the formation of capsular, synovial, inter- 
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muscular and intramuscular adhesions ': 8, 

Clinical Features. Frozen shoulder oc- 
curs in individuals over forty years of age, 
the greatest number being between fifty 
and sixty. More women than men are af- 
fected. The condition may develop after 
some injury to the shoulder, most cases 
being, in our experience, secondary to cal- 
careous tendinitis. 

Pain and marked limitation of motion, 
particularly evident on abduction, are the 
most significant features of the syndrome. 
On physical examination there is pain 
over the shoulder joint, being most severe 
over the greater tuberosity and long head 
of the biceps. Clinically, there exists a 
fibrous ankylosis of the scapulohumeral 
joint. 

Treatment. If possible, the cause should 
be determined, and removed. When the 
etiologic factor cannot be determined, rest, 
hot compresses applied to the shoulder, 
and opiates are given to relieve the pain. 
After the acute stage, which lasts ten to 
fourteen days, the extremity is carried in 
a sling. Pendulum exercises are prescribed 
and, as the condition improves, more ac- 
tive exercises are instituted. 

The clinical course is variable. Frozen 
shoulder may last a very short time or it 
may remain static for months, or even 
years, before regression takes place. Most 
patients, however, will recover within 
three to six months, although some may 
take up to one to two years. The shoulder 
should never be forcibly manipulated as 
irreparable damage may be done to the 
shoulder cuff *. 

BICIPITAL TENDOSYNOVITIS 

Bicipital tendosynovitis, causing pain 
and stiffness in the region of the shoulder 
joint '.*.°.'5, may be secondary to injuries 
about the shoulder or it may have no 
relation to trauma. 

This condition is more common in men 
than in women and occurs more often on 
the right in right-handed individuals, 
again suggesting that trauma of use may 
be responsible for the majority of such 
cases. Trauma of overuse causes fraying 
and shredding of the tendon®'* This 
roughening of the tendon causes irritation 
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to the tendon sheath which results in a 
low-grade inflammatory process producing 
thickening and the formation of adhesions 
to the tendon. 

Clinical Features. The patient complains 
of pain in the anterior aspect of the 
shoulder, often radiating to the lower arm 
and forearm. Usually there is a certain 
range of active painless motion. Motions 
which put the biceps tendon on stretch, 
such as abduction and the lifting of heavy 
objects, cause pain in the region of the 
long head of the biceps tendon. Pressure 
over the bicipital groove always elicits 
great tenderness. The x-ray is of little 
help in diagnosis except in ruling out a 
calcareous tendinitis. 

Treatment. In either the acute or the 
chronic stage the tendon sheath may be 
infiltrated with 15 cc. 1 per cent procaine 
and 1 ec. hydrocortone. This is usually 
followed by complete relief of pain and, 
in most cases, by restoration of normal 
motion within five to ten days. 

SUMMARY 

Injuries—major or minor—and diseases 
which result from degenerative changes in 
the musculotendinous cuff and the long 
head of the biceps are responsible for most 
cases of pain originating in the shoulder. 

These diseases are (1) injuries to the 
musculotendinous cuff, (2) caleareous ten- 
dinitis of the supraspinatous tendon, (3) 
frozen shoulder, and (4) tendosynovitis of 
the long head of the biceps. 

A thorough knowledge of the anatomy 
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of the shoulder is necessary to an under- 
standing of the structural changes and 
disturbed function which results when 
these diseases occur. 


The pathologic physiology of each con- 
dition is described and treatment for each 
outlined. 
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Editor 


THE VALUE OF PROCTOSIGMOIDO- 
SCOPIC EXAMINATION 
It has been said that a proper procto- 


sigmoidoscopic examination is, in com- 
parison with other examinations, a neg- 
lected diagnostic procedure. In the evolu- 
tion of medical practice, it is observed 
that many examinations and diagnostic 
procedures have progressed from being 
performed only when specifically indi- 
cated to being done routinely after their 
value is recognized. Such may be the case 
here. 

Probably no other office procedure ex- 
cept blood pressure determination in the 
adult gives as high a percentage of posi- 


tive diagnostic information. In _ recent 
years, patients in increasing numbers are 
asking for complete and “thorough” diag- 
nostic surveys. Following the educational 
measures widely undertaken in the field 
of medicine, patients appreciate the value 
of routine examinations as_ protective 
measures for themselves. When physi- 
cians and patients realize the positive 
benefits of proctoscopy, such examination 
will come to be expected. 

In a recent study of 1000 routine male 
admissions (ages 21 to 82, average 53 
years) to a Veterans Administration Hos- 
pital, Walske et als! found 151 or 15 per 
cent had tumors of the colon. Of these, 
81 were benign and 70, or 46 per cent, 
were malignant. Carcinoma of the colon 
is usually preceded by a polyp. 

Walske obtained estimates that in 1953, 
18,000 to 33,000 deaths were caused by 
cancer of the colon. During the same 
period, pulmonary tuberculosis caused 
18,000, and polio, 1700. Thus, cancer of 
the colon is a greater hazard than tuber- 
culosis and polio combined. He has found 
75 per cent of the lesions are within the 
10 inches visible in a proctosigmoidoscopic 
examination. 

The importance of these figures is in- 
creased in relation to the value of a proc- 
toscopic examination when the location of 
the polyp is considered. 

Spiesman and Malow? report that 7 to 
10 per cent of patients over 35 have 
polyps, and that 70 to 85 per cent of all 
polyps of the colon occur in the lower 10 
inches. 

Finney* states that the barium enema 
does not reveal 5 per cent of existing 
neoplasms, and when polyps are included 
this is increased to 15 per cent. Also, he 
states that growths up to 8 inches from 
the anal margin can escape roentgen de- 
tection very easily. Consequently, the 


1 Walske B. R. et als: Meeting of the A.M.A., 
June 1954. To be published. 

2 Spiesman, M. G. and Malow, Louis: Meeting 
of the A.M.A., June 1954 Scientific exhibit. 

* Finney, John M. T., Jr.: The fallibility of 
roentgenograms in diagnosing lesions of the 
colon, Ann. Surg. 137:674, 1953. 
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recognition of lesions in this location is 
dependent upon digital and sigmoidoscopic 
examination. Accordingly, since the chance 
of discovering a colonic lesion that is actu- 
ally or potentially malignant exists in 
probably 10 per cent of routine physical 
examinations, such a procedure should be- 
come a part of the examination, and even- 
tually be so accepted by the patient. 

The reluctance of the patient can usual- 
ly be met by adequate explanations. He 
will reasonably ask why it should be 
undertaken, and what advantages proctos- 
copy has over the other sources of data. 
When the possibility of discovering tumors 
is outlined to him, the procedure will usual- 
ly be agreed upon. In such a case, how- 
ever, there is always the danger that the 
hidden fear of cancer will linger. The 
inertia of the physician can be lifted ap- 
preciably by having suitable professional 
experience, and also, by having proper 
instruments. Important, but not realized 
in the field of mechanical assistance for 
this examination, is the need for ef- 
ficient aspirating equipment. Only by 
such means can the procedure be assured 
of providing a proper view and yielding 
dependable information. 

In addition to giving patients an in- 
creased degree of protection against the 
cancer hazard, proctoscopic examination 
may give a proven explanation to symp- 
toms existing from other causes, and dis- 
cover conditions which at the time are 
producing no symptoms. Specimens of 
bowel content and mucus so obtained are 
valuable for culture. The procedure gives 
first hand information concerning the 
various inflammatory disorders of the 
colon, as well as the many conditions re- 
lated to hemorrhoids. 

In summary, the physician has approxi- 
mately a 10 per cent chance of finding 
lesions that are actually or potentially 
malignant in a routine proctosigmoido- 
scopic examination. Such an examination 
will afford the physician valuable infor- 
mation and will afford the patient a de- 
gree of protection against malignancy 
equal to that in any other procedure cur- 
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rently available in the various fields of 
medicine. 
THE DEATH OF 
DR. ROY B. HARRISON 

Dr. Roy B. Harrison, one of our most 
distinguished and outstanding physicians, 
died on July 25, 1954. With his passing 
the physicians and the people of Louisiana 
lost a friend whose kindness and service 
touched the lives of all. 

For a period of forty-two years he has 
been active in maintaining the position of 
physicians in this state and over the na- 
tion, at the same time contributing ma- 
terially towards the advancement of the 
standards of practice in the state. At the 
1954 meeting of the Louisiana State Medi- 
cal Society, a silver scroll was presented 
to him in recognition of his great service 
to medicine. This visible testimony of the 
esteem with which he was held by the 
physicians of our state is a small measure 
of his contribution through the years to 
better medicine. 

The legal aspects of practice, the pro- 
tection of the public against cults or 
quacks, and the maintenance of high 
standards within the profession, were 
ideals amounting to a dedication with him. 
In the past thirty-two years, he and Dr. 
C. Grenes Cole courageously led the fight 
in each legislature to prevent Chiroprac- 
tors from being legalized in Louisiana. It 
is largely through efforts such as these 
that the conditions of practice are so 
favorable in Louisiana for physicians and 
that the public receives the untold benefit 
of medicine that is practiced on a high 
plane. As chairman of the Public Policy 
and Legislation Committees of the Or- 
leans Parish and Louisiana State Medical 
Societies for many years, his services to 
those societies and to our people are un- 
excelled in opposing all legislation detri- 
mental to the best interest of medicine. 

Dr. Harrison’s career covered many 
places where he could serve his fellow 
physicians and his fellow man. He grad- 
uated from Tulane University Medical 
School in 1912 and was licensed to prac- 
tice the same year. He served as an in- 
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tern at Charity Hospital in New Orleans 
1910-1912; was Instructor in Surgery at 
Tulane 1912-25; Professor of Clinical 
Surgery at L.S.U., 1931-35; Senior Visit- 
ing Surgeon at Presbyterian Hospital 
1912-15 and Associate Chief Surgeon 
1918-24; Senior Member, Southern Baptist 
Hospital Staff since its formation in 1927, 
and President of the Staff 1934-35; Fel- 
low of the American College of Surgeons 
since 1929 and certified by the American 
Board of Surgery in 1937. 

Dr. Harrison was President of the Fed- 
eration of the State Medical Boards of the 
United States in 1935. He was a member 
of the National Board of Medical Ex- 
aminers from 1942-1953, and a member 
of its Executive Board from 1946 to the 
time of his death. He also served as a 
member of the Advisory Council on Medi- 


cal Education of the American Medical 
Association. 
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Dr. Harrison was the first President of 
the Surgical Association of Louisiana of 
which he was co-founder and organizer in 
1947-48. 

In 1932 Dr. Harrison was honored with 
the Presidency of the Louisiana State 
Medical Society. He Secretary- 
Treasurer of the Louisiana State Board of 
Medical Examiners from 1921 to 1953. In 
this capacity thirty-two years, he was 
able to contribute without end to the es- 
tablishment of proper standards of prac- 
tice. Dr. Harrison was kind and under- 
standing. His judgment and_ valued 
counsel was a source of assistance to 
many. He was one of our great medical 
leaders in Louisiana. He leaves a medical 
heritage to his profession for which his 
colleagues and the lay public should for- 
ever be grateful. We honor his memory 
“for all that he was: a good citizen, a 
great doctor, and a true friend of or- 
ganized medicine.” 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


LEGISLATIVE MATTERS 

Louisiana’s 1954 Legislature has ended a stormy 
and controversial session, and Medicine has main- 
tained its respected place in the State’s life and 
economy. 

Much has been done to educate the public to 
the fallacy of the Chiropractic doctrine; the 
chiropractors failed again to create their own 
board of examiners. They did manage to bring 
one of their bills to the floor of the House, how- 
ever, after a favorable vote in committee. 

All ordinary Chiropractic licensure bills were 
killed in committee, but a resolution proposing a 
constitutional amendment was reported favorably 
for a test on the House floor. The amendment 
would have added one sentence to the Louisiana 
Constitution: “The practice of Chiropractic is 
not the practice of Medicine.” 

(Louisiana’s Supreme Court has ruled other- 
wise. This amendment would have allowed any 
person to declare himself a chiropractor—without 
any training at all—and begin practice of the 
healing arts. There would have been no regula- 
tion whatever.) 


An informed profession should be a wise one. 


Subsequently, the author of the bill amended 
it from the floor of the House (beyond control of 
the committee), to include all of the provisions of 
the original licensure bill. This parliamentary 
maneuver was abortive; the proposal was defeated 
by a vote of 19 For, 48 Against. 

Another important measure for the control of 
illegal practice was lost when the House disap- 
proved an increase in penalties for violations of 
the Medical Practice Act. The State Board of 
Medical Examiners has, however, been allowed 
additional funds for its supervisory work, through 
slightly increased renewal fees, and this will have 
some salutary effect. 

In addition to these measures, the physicians of 
Louisiana were interested in many other bills af- 
fecting them or their patients. All of these bills 
were closely studied by the Committee on Public 
Policy and Legislation, and positive steps were 
taken to make the Society’s position known. 

Following is a digest of the bills studied, with 
final action of the Legislature and the Governor 
indicated: 
H. 1258 


(Roberts, substitute for H. 371) 
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Changes supervision of evaluation center for ex- 
ceptional children from Board of Health to De- 
partment of Institutions. ACT 479. 

S. 164 (Toler) Statewide rabies control. ACT 
663. 

S. 230 (Toler) Increases temporary fee charged 
by Board of Medical Examiners from $5 to $10. 
ACT 693. 

S. 244 (Toler) Designates East Louisiana State 
Hospital, Central Louisiana State Hospital and 
Southeast Louisiana Hospital for treatment of 
alcoholics, and provides for commitment. ACT 
701. 

S. 323 (Mahoney) Director of New Orleans 
Charity Hospital to be appointed by Board of 
Administrators. ACT 719. 

H. 242 (Bruns) To license physiotherapists 
under Board of Medical Examiners. WITH- 
DRAWN. 

H. 331 (Casey) To regulate maintenance of elec- 
trical devices in physicians’ offices. WITH- 
DRAWN. 

H. 1096 (Webb et al) To license dispensing 
opticians. WITHDRAWN. 

H. 1029 (DeVille et al) Pertaining to commit- 
ment of mental patients in state institutions. 
With S. 244 (ACT 701). 

H. 687 (Husser, Cefalu) To license medical 
technicians. WITHDRAWN. 

H. 1175 (Grizzaffi) Permits “truthful” adver- 
tising by optometrists of price, etc. WITH- 
DRAWN. 

H. 624 (Fremaux et al) Appropriate $150,000 
out of Rockefeller Fund surplus for health center 
in Acadia parish. VETOED. 

H. 637 (Aycock and Grizzaffi) Appropriate 
$150,000 out of Rockefeller Fund surplus for 
health center in St. Mary parish. VETOED. 

H. 1155 (Webb) Appropriate $450,000 for chil- 
dren’s TB ward. VETOED. 

H. 1178 (Bruns and Faulk) Create Louisiana 
Crippled Children’s Commission. VETOED. 

S. 24 (Sockrider) Create charity hospital at 
Lake Charles. VETOED. 

H. 46 (McCollister, Roberts and Gardner) Ap- 
propriate $225,000 for two years for an evaluation 
center for exceptional children. ACT 258. 

H. 81 (Cagle and Jones) Appropriate $107,250 
for veterinary research center at LSU. ACT 264. 

H. 159 (Hargrove) Require pre-marital medical 
examination of both parties. ACT 284. 

H. 174 (Beeson) Appropriate $25,000 per year 
to Ochsner Foundation Hospital for indigent serv- 
ices. ACT 285. 

H. 228 (Begnaud, Webb and Cleveland) Ap- 
propriate $25,000 per year to Lafayette Charity 
Hospital for clinical training of collegiate student 
nurses. ACT 296. 

H. 283 (Hargrove and McDonald) Appropriate 
$15,000 per year to Pharmacy Board to enforce 
barbiturate and stimulant acts. ACT 305. 

H. 344 (Clark et al) Appropriate $29,500 per 
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year to New Orleans EENT Hospital for charity 
patients. ACT 317. 

H. 455 (Vetter) Three members of board of 
Confederate Memorial Medical Center in Shreve- 
port must be residents of parishes other than 
Caddo. ACT 330. 

H. 479 (Jack, Gardner, Smith and A. D. Brown) 
Authorize Confederate Memorial to sell old hospi- 
tal to City of Shreveport. ACT 334. 

H. 534 (Radovich) Appropriate $15,000 per year 
to LaRocea Clinic at Algiers for charity services. 
ACT 346. 

H. 720 (Gleason by request) Creates board of 
examiners for sanitarians. ACT 3871. 


BEST DEFENSE AGAINST MALPRACTICE 
SUITS 

An examination of malpractice suits reveals the 
significant fact that these claims arise almost in- 
variably out of the first course of treatment. In 
other words it is rare indeed for an old patient, 
unless the action is justified, to file suit against 
his physician. It follows that the physician should 
be especially “malpractice conscious” in dealing 
with the new or casual patient. 

The majority of malpractice actions can be 
avoided by scrupulous attention to the require- 
ments of good medical practice. There will be 
few cases of injury resulting from the actions of 
misguided or malicious patients when practitioners 
understand fully how to protect themselves under 
the law. Prevention is the best defense against 
suits for malpractice—Louis J. Regan, M. D., 
LL. B., in New England Journal of Medicine. 


NATIONAL EMERGENCY MEDICAL 
SERVICE 

As part of the AMA meeting in San Francisco 
a meeting was held for the Committee on National 
Emergency Medical Service. This meeting was 
extremely well planned and as a result of the con- 
ference, it is evident that we will have to change 
our way of thinking in regard to Emergency Medi- 
cal Service in case of a major disaster. 

As you know, the change over the past ten years 
has been from the block buster to the atomic bomb 
and now to the hydrogen bomb, and whereas there 
is a great step between the atomic bomb and the 
hydrogen bomb, it is not nearly so great as from 
the block buster to the atom bomb. 

In brief the meeting stressed some three major 
points: (1) Training of the individual person in 
evacuation in order to protect himself and to save 
as many other people as possible. (2) Establish- 
ment of law and order. (3) The provision of medi- 
cal care which in itself is broken down into two 
parts; that is, that which can be furnished by 
local medical personnel and aid personnel and 
second, that which must come from outside sources. 

The present conception seems to be that in time 
of a major bombing, at least seventy-five per cent 
of the local hospital facilities will be destroyed. 
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For this reason the plans at present seem to be 
to have emergency medical service provided by 
outside facilities in the form of portable hospitals 
or by transferring patients to such a place where 
hospital facilities are available. 

For that reason, it seems apparent that we need 
to stress, in our capacity as reasonable advisors, 
the above three points. It has been my thought 
that it might be well for us to have a meeting and 
discuss this in more detail sometime in the next 
several months. Along these lines, I have con- 
tacted General Woolfley who is the state chair- 
man of Civil Defense and plan to arrange with 
him an outline of the matters which should be 
discussed. 

While I personally am not an alarmist, it was 
rather striking to me that no one at this con- 
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ference talked about “if” a hydrogen attack 
occurred, but each one seemed to say “when”. Of 
course, this is directed toward getting our serv- 
ices organized and being prepared for an emer- 
gency. To my mind, the training of the individual 
so that he can be evacuated by automobile as rapid- 
ly as possible appears the main problem, par- 
ticularly in any type of industrial location. Along 
these lines, it has been suggested that an evacu- 
ation plan should be worked out, should an attack 
occur in the day time or at night because of the 
different concentrations of the civilian population 
at these two times. 

Moss M. BANNERMAN, M.D., Chairman 

Committee on National 

Emergency Medical Service 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second ‘Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 

POLIO VACCINE TRIAL NEEDS authorities. It is important that physicians in 


PHYSICIANS’ AID AS IT MOVES INTO 
EVALUATION PHASE 

More than 600,000 children have completed three 
inoculations, in the field test of the trial polio 
vaccine developed by Dr. Jonas E. Salk of the 
University of Pittsburgh. The emphasis now 
shifts to the evaluation study under the direction 
of Dr. Thomas Francis, Jr., University of Michi- 
gan School of Public Health. The validity of the 
evaluation is dependent upon data gathered on 
poliomyelitis cases in the test groups, including 
those children in the first three grades who did 
not get vaccine. 

In addition, data on cases among family mem- 
bers of participating children are an _ integral 
part of the study. Since the number of polio- 
myelitis cases among the test groups may not be 
large, it is essential that all cases are completely 
reported. Early diagnosis, prompt reporting and 
follow-up, and the securing of necessary epidemio- 
logical information and laboratory specimens are 
important factors in the evaluation. 

An outline of procedures and copies of necessary 
forms have been sent to local and state health 


areas where vaccinations were not given, cooperate 
in the study by notifying local or state health of- 
ficers of cases occurring among children who par- 
ticipated in the trials and then migrated to an- 
other area and children who go to summer camps. 
Local health officials also need information on 
participating children who receive injections of 
Gamma Globulin. 

This phase of the study will depend, to a large 
degree, on the whole-hearted cooperation of prac- 
ticing physicians. 


AMERICAN COLLEGE OF CHEST 
PHYSICIANS ELECTS OFFICERS 
The American College of Chest Physicians reg- 
istered 1150 physicians and guests at its 20th 
Annual Meeting held in San Francisco, California, 
June 17-20, 1954. This was the largest registra- 
tion of any of the previous College meetings held 
on the west coast. 
The following officers were elected for the year 
1954-1955: 
President, William A. Hudson, Detroit, Michi- 
gan, 


> 
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President-Elect, James H. Stygall, Indianapolis, 
Indiana. 

First Vice-President, Herman J. Moersch, Ro- 
chester, Minnesota. 

Second Vice-President, Burgess L. Gordon, Phil- 
adelphia, Pennsylvania. 

Treasurer, Charles K. Petter, Waukegan, II- 
linois. 

Assistant Treasurer, Albert H. Andrews, Jr., 
Chicago, Illinois. 

Chairman, Board of Regents, Donald R. McKay, 
Buffalo, New York. 

Historian, Carl C. Aven, Atlanta, Georgia. 

Dr. Lawrence H. Strug of New Orleans was 
elected Governor of the College for the state of 
Louisiana. 

The 21st Annual Meeting of the College will be 
held in Atlantic City, New Jersey, June 2-5, 1955. 


THE AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 

The 32nd annual scientific and clinical session 
of the American Congress of Physical Medicine 
and Rehabilitation will be held September 6-11, 
1954 inclusive, at the Hotel Statler, Washington, 

Scientific and clinical sessions will be given 
September 7, 8, 9, 10 and 11. All sessions will 
be open to members of the medical profession in 
good standing with the American Medical As- 
sociation. 

In addition to the scientific sessions, annual in- 
struction seminars will be held. These lectures 
will be open to physicians as well as to therapists, 
who are registered with the American Registry of 
Physical Therapists or the American Occupational 
Therapy Association. 

Full information may be obtained by writing to 
the executive offices, American Congress of Physi- 
cal Medicine and Rehabilitation, 30 North Michi- 
gan Avenue, Chicago 2, Illinois. 


THE WIDOWS 

The world never tires of reading about widows, 
their numbers, their habits and their habitats. 
Presently, according to the Metropolitan Life In- 
surance Company, there are just about 7,500,000 
widows in the United States and every year a 
hundred-thousand join that sisterhood. By 1960 
the number will exceed 8,000,000. All this im- 
plies that male-kind is seldom the survivor. 

Precisely it is true that female spouses outlive 
their counterparts. But it is easy to overlook the 
fact that if males and females enjoyed an equal 
length of life still there would be many hundreds 
of thousands of widows solely due to the fact that 
at marriage the bride usually is the junior of the 
bridegroom. Indeed there are widowers, too, but 
there is much less concern in the numbers of 
widowers. Only the marriage bureaus get ex- 
cited. These widowers are relatively unimportant 
and are accorded a near nothingness in legislation. 
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Who ever heard of any plan for pensions for 
widowers? 


Of all widows, 50 per cent are 65 years or older 
but even so that age does not entirely remove them 
from the marts of marriage. Only 10 per cent 
are younger than 45. Characteristically the wid- 
ow has become an urbanite, 73 per cent preferring 
the conveniences of city life. Not always does it 
necessarily follow that such life is one of delight 
since somewhere near half, but more particularly 
those in the younger brackets, have relatives in- 
cluding their own children living with them. 


During the war period a commonplace pleas- 
antry was that “maybe after all the war would 
be won if the grandmothers just hold out.” So 
as to the present and lately, and abandoning all 
facetiousness, truly it may be said that when it 
comes to manpower in industry these widows con- 
stitute a never-failing reservoir, and their indus- 
trial usefulness by no means is limited to the 
young. Grandmothers and widows have a place in 
industry.—Industrial Medicine and Surgery. 


TEACHING AND RESEARCH FELLOWSHIP 
INTERNATIONAL ACADEMY OF 
PROCTOLOGY 
The International Academy of Proctology an- 
nounces the establishment of a Teaching and Re- 
search Fellowship in proctology under the direction 
of Dr. Marcus D. Kogel, Dean of the newly formed 
Albert Einstein College of Medicine, New York 
City. The Academy has voted a $1,000 Annual 
Grant for each of three years to assist in the 
development of research and educational projects 

in proctology at the University. 


One of the suggested projects is the establish- 
ment of a pathological tissue slide “library” for 
teaching purposes, under the direction of Dr. 
Alfred Angrist, Professor of Pathology. 


As emphasized by the founder and Secretary of 
the International Academy of Proctology, Dr. 
Alfred J. Cantor, Flushing, New York, at the 
time of the Sixth Annual Convention of the 
Academy in Chicago, the major function of the 
Academy is educational. All Academy funds are 
to be used for research and teaching projects in 
proctology so that earlier diagnosis and better 
treatment of patients with diseases of the colon 
and rectum may be made universally available. 


The Academy offers a Teaching Seminar, open 
to all physicians without fee, each year. Research 
Fellowships in proctology are sponsored by the 
Academy, and three such Fellowships were voted 
at the time of the last Annual Meeting. Dr. Earl 
J. Halligan, Director of Surgery of the Jersey 
City Medical Center, and International Secretary- 
General of the Academy, is in charge of a Research 
Fellowship at the Jersey City Medical Center. 
Additional Fellowships were voted to be estab- 
lished in the Mid-west and on the West Coast of 
the United States. 
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BASIC SCIENCE COURSE IN 
OTOLARYNGOLOGY 

The Department of Otolaryngology, University 
of Illinois College of Medicine, announces its basic 
science course in otolaryngology offered by its 
affiliated hospitals. This combined postgraduate 
course and residency will begin its 1954-55 session 
on July 1, 1954. Other openings occur throughout 
the year. Residencies are available at either the 
Research and Educational Hospital or the Illinois 
Eye and Ear Infirmary, or a continuation of the 
‘training program may be arranged for the Veter- 
ans Administration Hospital at Hines. 

A stipend is offered on the following basis: 

First year residency - $1320 annually 

Second year residency 1620 annually 

Third year residency 1920 annually 

Application forms are available on request to 
the Department of Otolaryngology, University of 
Illinois College of Medicine, 1853 West Polk Street, 
Chicago 12. 


ONLY SCIENTIFICALLY-BASED REDUCING 
DIETS ARE SAFE 

Are reducing diets safe? 

Yes, they are safe and effective if they are 
based on sound, scientific medical knowledge and 
are prescribed by a physician to meet the individ- 
ual’s needs. 

“All other diets should be viewed with suspicion; 
in fact, they should be completely avoided,” Dr. 


Max Millman, Springfield, Mass., wrote in Today’s 
Health magazine, published by the American Medi- 


eal Association. “Not only are they totally in- 
effective in the long run, but they are, as a rule, 
harmful to health and nutrition. 

“Dieting today is the most important and most 
valuable method in the treatment of obesity. 
Drugs, exercise and psychotherapy may lend a 
helping hand but, unless food intake is properly 
restricted along with them, the results will be 
either negligible or nought. 

“Ready-made diets advocate the same food and 
the same number of calories for all would-be re- 
ducers. This is a mistake. A diet is a prescrip- 
tion which, instead of drugs and chemicals, calls 
for definite amounts of specific foods. Therefore, 
it has to be individualized. Our nutritional needs 
vary greatly in accordance with many factors, 
including size, age, sex and occupation. The 
degree of obesity and the desirable rate of weight 
loss also have to be seriously considered.” 

NEW DRUG EFFECTIVE IN TREATING 

TOXEMIA OF PREGNANCY 

Protoveratrine, a relatively new drug, is a 
valuable adjunct to the obstetrician’s armamen- 
tarium in the management of toxemia of preg- 
nancy, in the opinion of Dr. Edward Meilman, 
Boston. Toxemia of pregnancy, a series of patho- 
logical conditions occurring in pregnant women, 
is characterized by rapid weight gain, accumula- 


tion of fluid, disturbances of vision, high blood 
pressure, headache, excessive albumin in the urine, 
and convulsions. 

Although use of protoveratrine is not intended 
to replace certain fundamentals of treatment in 
toxemia such as bed rest and sodium restriction, 
it offers prompt control of the symptoms, Dr. 
Meilman wrote in the Journal of the American 
Medical Association. 

He reported on the use of protoveratrine in 17 
pregnant women suffering from various forms of 
toxemia of pregnancy. In all cases, prompt relief 
was obtained following use of the drug. 


GASTROENTEROLOGICAL CONVENTION 

The Nineteenth Annual Convention of the Na- 
tional Gastroenterological Association and _ the 
First Annual Convention of the American College 
of Gastroenterology will be held at The Shoreham 
in Washington, D. C. on October 25, 26 and 27, 
1954. 

In addition to several interesting individual 
papers on gastroenterology and allied fields, the 
program will include a panel discussion on 
“Twenty-Five Years’ Observation of the Gall- 
bladder Controversy”; a panel discussion on “Ame- 
biasis’ by members of the staff of the National 
Institutes of Health, Bethesda, Md., and a sym- 
posium on “Esophageal Varices”. 

The Sixth Annual Course in Postgraduate 
Gastroenterology, under the personal direction of 
Dr. Owen H. Wangensteen of Minneapolis, Minn. 
and Dr. I. Snapper of Brooklyn, N. Y., will be 
given on October 28, 29 and 30, 1954 at The 
Shoreham and Walter Reed Army Hospital. Par- 
ticipating in giving the Course will be a distin- 
guished faculty from the various medical schools 
and the staff of Walter Reed Army Hospital. 

This will be the last Convention of the National 
Gastroenterological Association whose Fellowship 
have voted to become the American College of 
Gastroenterology. 

The scientific sessions on October 25, 26 and 27 
are open to all physicians without charge. The 
Postgraduate Course will only be open to those 
who have matriculated in advance. 

Copies of the program and further information 
concerning the Postgraduate Course may be ob- 
tained by writing to: National Gastroenterological 
Association, 33 West 60th Street, New York 23, 


FELLOWSHIPS FOR BASIC RESEARCH IN 
ARTHRITIS 

The Arthritis and Rheumatism Foundation is 
offering the following research fellowships in the 
basic sciences related to arthritis: 

1. Predoctoral fellowships ranging from $1,500 
to $3,000 per annum, depending on the family re- 
sponsibilities of the fellow, tenable for 1 year 
with prospect of renewal. 

2. Postdoctoral fellowship ranging from $4,000 
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to $6,000 per annum, depending on family responsi- 
bilities, tenable for 1 year with prospect of re- 
newal. 

3. Senior fellowships for more experienced in- 
vestigators will carry an award of $6,000 to $7,500 
per annum and are tenable for 5 years. 

The deadline for applications is October 15, 
1954. Applications will be reviewed and awards 
made in January 1955. 

For information and application forms, address 
the Medical Director, The Arthritis and Rheuma- 
tism Foundation, 23 West 45th Street, New York 
36, N. Y. 


YALE ARTICLE AGAINST SOCIALIZED 
MEDICINE 

“Socialized Medicine: A Case For Free Enter- 
prise” is the title of an article written for “Yale 
Scientific,” which was published in the April 
issue. 

A subtitle under the heading best describes the 
article as follows: 

“Instead of repeating the familiar arguments 
against socialized medicine, the American Medical 
Association presents its positive program. In 
pointing out the past accomplishments, the present 
progress, and the future potential of the American 
medical system, the A.M.A. serves notice that the 
world’s best medical system stands a fair chance 
of deteriorating under government control.” 

Anyone desiring a copy of the magazine can 
mail his request, with 35 cents, to Yale Scientific 
magazine, 244-A Yale station, New Haven, Conn. 


TONSILLECTOMY AFFECTS SEVERITY 
OF POLIO 

A polio victim who has had his tonsils removed 
is about four times more likely to have the serious 
bulbar type of polio than a patient who still has 
tonsils. 

This finding, reported in a recent (July 24) 
Journal of the American Medical Association, 
was made after a study of more than 2,000 vic- 
tims of a 1946 polio outbreak in Minnesota. 

Gaylord W. Anderson, M.D., and Jeanne L. 
Rondeau, A.B., of the University of Minnesota 
School of Public Health, said their study did not 
show that persons without tonsils are more likely 
to get polio. However, if “recognizable” polio does 
occur, the patient without tonsils is in more danger 
of having the bulbar type. Aside from the first 
month after operation, when bulbar incidence is 
lower than in later months, it makes no difference 
how long before the polio attack the tonsillectomy 
was performed, they said. 

Bulbar involvement occurs in over a third of 
the patients whose tonsils are not present at the 
time of the polio attack. Less than a tenth of the 
patients who have not had tonsillectomy show 
the bulbar type, which affects the grey matter 
in part of the brain, resulting in impairment of 
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breathing and often requiring use of the iron lung. 


There is much evidence that polio virus is so 
widespread that almost everyone is exposed to it, 


the Journal article said. But only a small num- - 


ber respond badly to the virus, with resultant 
paralysis. 


CALEB FISKE PRIZE 

The Trustees of what is considered America’s 
oldest medical essay competition, the Caleb Fiske 
Prize of the Rhode Island Medical Society, an- 
nounce as the subject for this year’s dissertation 
“MODERN DEVELOPMENTS IN ANESTHE- 
SIA.” The dissertation must be typewritten, 
double spaced, and should not exceed 10,000 words. 
A cash prize of $250 is offered. 

For complete information regarding the regula- 
tions write to the Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 106 Francis Street, 
Providence 3, Rhode Island. 


ROY CARL YOUNG, M.D. 
1895 - 1954 


Dr. Roy Carl Young of Covington, Louisiana 
died at his home on June 12, 1954 after having 
an acute heart attack. He was born September 
7, 1895 in Abbeville, Louisiana and was the son 
of the late Dr. Francis Fenwick Young who 
founded the first Fenwick Sanitarium in Abbe- 
ville in 1892, and in 1912 moved to Covington to 
establish the new Fenwick Sanitarium. 

He was medical director and psychiatrist at the 
Fenwick Sanitarium at the time of his death and 
had served in this capacity since 1933. 

Dr. Young graduated from Texas Medical Uni- 
versity, Galveston, Texas in 1918 after which 
time he practiced in El Paso, Texas and Shreve- 
port, Louisiana and after specializing in psychia- 
try located in Covington, Louisiana. He was a 
member of St. Peter’s Catholic Church; St. Tam- 
many Parish Medical Society; the Louisiana 
State Medical Society; The American Medical 
Association; The Southern Medical Association; 
The American Psychiatric Association, in which 
he was a Board member and a Fellow; South- 
ern Psychiatric Association; and the National 
Private Psychiatric Association, in which he 
served for five years as its Treasurer. He was 
also quite active in civic affairs. 


Dr. Young was a member of the State Society 
for many years and was loved and admired by 
his friends and colleagues. Members of the Lou- 
isiana State Medical Society wish to express to 
his widow, the former Florence Webber of 
Shreveport, and immediate members of his family, 
their sincere sympathy, and share with them 
their great sorrow and loss in his death. 
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BREATHING EXERCISES AID IN HELPING 
PERSONS STOP SMOKING 

Exercises which teach heavy smokers proper 
breathing when not smoking may help them stop 
smoking, according to Dr. William Kaufman, 
Bridgeport, Conn. 

“Many heavy smokers find it impossible to give 
up smoking for more than a day or so, even though 
they realize that smoking causes their unpleasant 
or even alarming cardiovascular and_ broncho- 
pulmonary symptoms,” Dr. Kaufman wrote in a 
recent (May 22) Journal of the American Medical 
Association. 

“The patient may insist that, despite his tobacco- 
induced symptoms, the only time he feels emo- 
tionally relaxed and comfortable is when he is 
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smoking.” 

Dr. Kaufman said he found the reason heavy 
smokers feel uneasy when they try to give up 
smoking is that they do not breathe properly when 
they are not smoking. Instead of proper steady, 
deep breaths, heavy smokers take short breaths 
when not smoking. This results in an uncom- 
fortable sense of breathlessness and pressure on 
the chest, and may cause the individual to become 
uneasy, restless, tense, tired and anxious. 

“As a result of these observations, it occurred 
to me that with breathing exercises, the heavy 
smoker might learn to breathe normally even 
when he was not smoking,” Dr. Kaufman stated. 
“This would make it much easier for him to break 
himself of the tobacco habit.” 


BOOK REVIEWS 


The Biochemistry of Gastric Acid Secretion; by 
Edward J. Conway, M.D. Springfield, Ill. 
Charles C. Thomas, 1952, pp. 185, Price $6.50. 
Short chapters devoted to the histology of the 

gastric mucosa with reference to acid secretion, 

and a summary of present knowledge concerning 
the mode of stimulation of the parietal cells lead 
to an extensive comparison between the mechan- 
isms for the production of acid by yeast cells dur- 
ing fermentation and those for acid production by 
parietal cells. Neutralization of acid in the parie- 
tal secretion by ammonia derived from the action 
of gastric urease on urea was emphasized, but left 
the reviewer unconvinced. The book is interesting- 
ly written but overpriced. 

A. O. KASTLER, PH.D. 


Cardiac Therapy; by Harold J. Stewart, New York, 
N. Y., Paul B. Hoeber, Inc. 1952, Pp. 622, Price 
$10.00. 

This rather lengthy treatise is designed as a 
complete guide to cardiac therapy. The design of 
the book is that of completely independent chapters 
but some reference to other parts of the book is 
still necessary and unavoidable. The treatments of 
various disease states are considered individually 
along with brief and usually inadequate discussion 
of clinical manifestation, differential diagnosis, 
and pathologic physiology. It is recognized that 
the design of the book was not that of encyclopedic 
coverage but a number of individual disease states 
are too inadequately treated to be of any particu- 
lar value in a book on therapy. 

There are certain points which should be more 
clearly identified as controversial when they rep- 
resent the opinion of the author in contrast to gen- 
erally accepted ideas. Among a number of such 
opinions, the statement that the initial digitaliz- 
ing dose of digitalis does not differ in adults and 


children seems worthy of special mention in this 
regard. 

Each chapter is followed by an adequate list of 
references and the index is good. There are a 
number of points on which this book is to be 
recommended. Certain types of information are 
more readily available than in existing texts. 

CLARENCE T. Ray, M. D. 


May’s Manual of Diseases of the Eye; edited by 
Chas. A. Perera, M.D. Baltimore, Maryland, 
Williams & Wilkins Co., 1953, pp. 512, $6.00. 
This old familiar classic is the best loved of all 

text books, I do believe. It has retained its original 
size and is therefore compact, although new sub- 
jects have been added such as antibiotics, cortisone 
and corticotropin (ACTH), and retrolental fibro- 
plasia. There is a splendid section on ocular re- 
quirements of the armed services. 

In general, it may be said that diseases of the 
eye are covered very thoroughly for such a small 
volume. To be brief and to the point is an asset 
of which this book can truly be proud. 

JEANNE ROELING-HANLEY, M. D. 


PUBLICATIONS RECEIVED 

Little, Brown & Co., Boston: The Physician 
and his Practice, by eighteen authorities and 
edited by Joseph Garland, M. D. 

W. B. Saunders Co., Phila.: Collected Papers 
of The Mayo Clinic and The Mayo Foundation, 
Volume XLV; Emergency Treatment and Man- 
agement, by Thos. Flint, Jr., M.D.; Lectures on 
General Pathology, edited by Sir Howard Florey. 

Charles C Thomas, Publisher, Springfield, IIl.: 
The Diagnosis and Treatment of Convulsive Dis- 
orders in Children, by Samuel Livingston, M. D.; 
A Dynamic Psychopathology of Childhood, by 
Lauretta Bender, M. D. 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 
of a variety of clinical conditions characterized by 
vertigo and is recognized as a standard 

for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “‘disease or abnor- 
mal stimuli’’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.). It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 


The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: “‘Dizziness:” Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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How to control 


itching and scaling 


for 1 to & weeks 


You can expect results like these 
with SeLsun: complete control in 81 
to 87 per cent of all seborrheic der- 
matitis cases, and in 92 to 95 per cent 
of common dandruff cases. SELSUN 
keeps the scalp free of scales for one 
to four weeks—relieves itching and 
burning after only two or three 
applications. 

Your patients just add SeLsun to 
their regular hair-washing routine. 
No messy ointments . . . no bedtime 
rituals . . . no disagreeable odors. 
Setsun leaves the hair and scalp 
clean and easy to manage. 

Available in 4-fluidounce bottles, 
Sexsun is ethically promoted and 
dispensed only on 


your prescription. Abbott 


prescribe 


SELSUN 


Sulfide Suspension 
(Selenium Sulfide, Abbott) 
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NEW AMAZING FILTER OF ESTRON MATERIAL 


tains 20,000 tiny filter elements that give efficient filtering 
action; yet smoke is drawn through easily, and flavor 
is not affected. 


ONLY A PENNY OR TWO MORE 
THAN CIGARETTES WITHOUT FILTERS 


New hing-Size 
Tip 


OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED 


PLUS KING-SIZE LENGTH 


DOCTOR, WHEN YOUR PATIENTS ASK... 


“Which Cigarette 
Shall Choose?” 


--- REMEMBER THAT NEW VICEROY GIVES SMOKERS 


DOUBLE THE FILTERING ACTION! 


@ This new-type filter, of non-mineral, cellulose- @ The smoke is also filtered through Viceroy’s extra 
acetate, Estron material, exclusive with Viceroy Ciga- length of rich, costly tobaccos. Thus Viceroy actually 
rettes, represents the latest development in 20 years gives smokers double the filtering action . . . to double 
of Brown & Williamson filter research. Each filter con- the pleasure and contentment of tobacco at its best! 
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Meat... 


and Protein Nutrition 


in Cardiac Failure 


Recent studies confirm previous clinical observations of the high 
incidence of hypoproteinemia and muscle wasting in patients 
with chronic cardiac failure. Recognition of these serious nutri- 
tional alterations prompts “the administration of large quanti- 
ties of dietary protein and supplemental vitamins.’’! 


Basic foods requiring primary consideration for providing 
adequate daily nutrition in such patients are: 


*“Milk—1 pint; meat—4 ounces; vegetables—2 servings; 
fruit and fruit juices—3 servings; carbohydrate and fat 
to fulfill caloric needs. 


“In order to restore depleted protein levels, it is neces- 
sary to increase the protein component by adding meat 
servings... 


Since anorexia usually complicates nutrition in cardiac fail- 
ure, appetizingly prepared meat encourages adequate eating. 
The high protein content of cooked lean meat, 25 to 30 per cent, 
as well as its high biologic value, serves well in mitigating hypo- 
proteinemia and muscle wasting. 


Meat also contributes valuable amounts of B vitamins 
especially needed by the cardiac patient, including both the 
well-known and the less well-known members of the B complex. 
Iron, potassium, and phosphorus are among the minerals richly 
supplied by meat. 


1. Shuman, C. R., and Wohl, M. G.: Nutritional Aspects of Heart Failure, J. Clin. 
Nutrition 2:5 (Jan.-Feb.) 1954. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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WHEN SYMPTOMS ARE DISTRE SSING 


“Tt is strange,” Malleson says, “how little clinical recognition” has been given 
to the “negative behavior” or “endogenous misery” of the woman with endocrine 
imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 
the more obvious menopausal symptoms such as hot flushes. Even then she may become 
so accustomed to her change in feeling she can’t remember what it’s like to feel well.’ 


Changes in the mood pattern are just a few of the many distressing symptoms 
of declining ovarian function which are so often disguised because they do not always 
coincide with cessation of menstruation, and at times will occur long before, and even 
years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 


draws one of the most important metabolic regulators of the organism.” 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form. This largely explains 
why “Premarin” not only produces prompt symptomatic relief but also imparts an 
important “plus” — the distinctive “sense of well-being” that patients find so highly 
gratifying. These benefits of “Premarin” have made it a natural estrogen widely 
prescribed by physicians . . . and often preferred by patients. 


aS 


“PREMARIN? 
‘ ‘ 


AC HEMISTRY 
MEDICAL B® 


has no odor Estrogenic Substances (water-soluble), also known as conjugated 
... imparts no odor estrogens (equine), available in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 


NEW YORK, N. Y. @zggmaa MONTREAL, CANADA 
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Tetracycline HCI Lederle 


ACHROMYCIN, new broad-spectrum antibiotic, has set an unusual record for rapid 
acceptance by physicians throughout the country. Within a few months of its introduction, 
ACHROMYCIN is being widely used in private practice, hospitals and clinics. A number 
of successful clinical tests have now been completed and are being reported. 


ACHROMYCIN has true broad-spectrum activity, effective against Gram-positive and 
Gram-negative organisms, as well as virus-like and mixed infections. 


ACHROMYCIN has notable stability, provides prompt diffusion in body tissues and fluids. 


ACHROMYCIN has the advantage of minimal side reactions. 


LEDERLE LABORATORIES DIVISION awearcav Cuanamid comeavr Peat! River, New York Lederle 


U.S. PAT. OFF, 
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for 
figure 
problems “hi 


the NATURAL 
solution! 
After surgery... 
pregnancy... 
Cordelia bras support 
and shape the figure. Created to 
the most exacting medical standards... 
fitted by trained techinicians to insure 
fine lines... perfect comfort. Write for 
your descriptive catalogue and the address of 
the nearest store to YOU where your 
patients can (and will) receive this 
expert fitting service! 


ond fashion brassiere 


HEARING is their business! 


These are the Audivox Hearing Aid Dealers 
who serve you in LOUISIANA. Audivox 
dealers are chosen for their competence 
and their interest in your patients’ hearing 
problems. 


NEW ORLEANS SHREVEPORT 
Mistich Hearing Center Mr. James C. Vance 
327 Carondelet Street 4434 Olga Street 
Tel: RA 1701 P.O. Box 1055 

Tel: 7-3010 


a udivox 


TRADE -MARK 


er 


HEARING AID DIVISION 


THE EARLE JOHNSON 
SANATORIUM 


“In the Mountains of Meridian” 


ROLAND E. TOMS, M.D. 
Psychiatrist-in-Chief 


Diplomate in Psychiatry of the American Board 
of Psychiatry and Neurology. 


Specialized treatments in mental disorders and al- 
coholic and drug addictions, including: 


Electro-convulsive therapy 
Mid-brain stimulation 
Deep insulin therapy 
Psychotherapy 

Geriatrics 


Write P. O. Box 106 
or 


Telephone 3-3369 
MERIDIAN, MISSISSIPPI 
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-pedigree 


Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tel- 
ephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, brought to fruition 
by Western Electric and audivox engineers. 


Pedigreed in its field, audivox successor to Western 
Electric Hearing Aid Division, brings the boon of better 
hearing, and its enrichment of living, to thousands. With 
the magical modern transistor, with scientific hearing 
measurement and scientific instrument-fitting, serviced 
by a nation-wide network of professionally-skilled deal- 
ers, audivox moves forward today in a proud tradition. 


TO THE DOCTOR: Send your patient with a hear- 
ing problem to a career Audivox and Micronic THE PEDIGREED HEARING AID 
dealer, chosen for his interest, integrity and abil- 

ity. There is such an Audivox dealer in every 

major city from coast to coast. 
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for greater safety in streptomycin therapy... 


Squibb Streptoduocin 
Streptomycin and dihydrostreptomycin in equal parts 


Distrycin has an important advantage over streptomycin. It has the same 
therapeutic effect but ototoxicity is greatly delayed. Since the patient 

is given only half as much of each form of streptomycin as he would have on 
a comparable regimen of either one prescribed separately, the danger of 
vestibular damage (from streptomycin) or cochlear damage (from 
dihydrostreptomycin) is significantly lessened. 


Signs of vestibular damage appear in cats treated with Distrycin as much 
as 100 per cent later than in animals given the same amount of streptomycin. 


*Heck, W.E.; Lynch, W.J., and Graves, H.L.: Acta oto-laryng. 43:416, 1953. 


Distrycin dosage is the same as for streptomycin. In tuberculosis the 
routine dose is 1 Gm. twice weekly, in conjunction with daily 
para-aminosalicylic acid or Nydrazid (isoniazid). In the 

more serious forms of tuberculosis, Distrycin may be given 

daily, at least until the infection has been brought 

under control. 


Distrycin 
S is supplied in 
QUIBB 1 and 5 Gm. vials, 
a leader in streptomycin research and manufacture expressed as base 


‘Distrycin’® and ‘Nydrazid’@ are Squibb trademarks 
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100 TABLETS 
QUINIDINE 
SULFATE 


Natural 
(Davies, Rose) 
0.2 GRAM 
(approx. 3 grains) 
standardized 
Caution: Federal law 
prohubats dispensing with- 

out prescnphon 
causes 
or 
an 

ine stately 
USUAL DOSE; One 
tablet as directed by 
physician 


DAVIES, ROSE & 


Boston, Mass. 


OF SPECIAL SIGNIFICANCE 
TO THE CARDIOLOGIST 


Who knows that whem he specifies 


. TABLETS QUINIDINE SULFATE (Davies, Rose) 
0.2 Gram’ (approx. 3 grains) 


the is prescribing Quinidine Sulfate, produced from NATURAL sources, 
in an alkaloidally standardized unit of unvarying activity and quality. 


Davies, Rose & Company, Limited Boston 18 | ie 
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in biliary stasis... 
“therapeutic bile” 


“Medical treatment should be tried before stones 
and/or irreparable inflammation have occurred.”! 

“Biliary tract disease comprises an important cause 
of intra-abdominal syndromes. . .. Medical man- 
agement is the accepted treatment for functional 
disorders.” 


Decholin® and Decholin Sodium’ 


(dehydrocholic acid, Ames) (sodium dehydrocholate, Ames) 


“... increase the volume output of a bile of rela- 
tively high water content and low viscosity.” 


Decholin Tablets, 3% gr. (0.25 Gm.), bottles of 100, 500, 
1000 and 5000. Decholin Sodium, 20% aqueous solution, 
ampuls of 3 cc., 5 cc. and 10 cc.; boxes of 3, 20 and 100. 


1. Segal, H.: Posi om: Med, 13:81, 1953. 2. O’Brien, G. F., and 
Schweitzer, I. L.: M. Clin. North America 37:155, 1953. 3. Beck- 
man, H.: Pharmacology in Clinical Practice, Philadelphia, W. B. 
Saunders Company, 1952, p. 361. 


AMES COMPANY, INC. \ 
Elkhart, Indiana 


Ames Company of Canada, Ltd., Toronto 
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arthritis 
allied 
disorders... 


BUTAZOLI DIN'® 


(brand of phenylbutazone) 


for potent, nonhormonal therapy 


The anti-arthritic potency of BUTAZOLIDIN is well 
substantiated by recent clinical reports. In peripheral 
rheumatoid arthritis, for example, BUTAZOLIDIN produced 
“major improvement” in 42.9 per cent of the patients studied; 
in rheumatoid spondylitis ““major improvement” 

in 80 per cent; and in gout 90.9 per cent demonstrated 
“marked improvement” or “complete remission of symptoms 
and signs within 48 hours.”* 


BuTAZOLIDIN being a potent agent, the physician should carefully select 
candidates for treatment and promptly adjust dosage to the minimal 
individual requirement. Patients should be regularly examined during 
treatment, and the drug discontinued should side reactions develop. 
Detailed literature on request. 
*MacKnight, J. C.; Irby, R., and Toone, E. C., Jr.: Geriatrics 9:111 (Mar.) 1954. 


Butazouip1N® (brand of phenylbutazone): Red coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 
Bi Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 
In Canada: Geigy Pharmaceuticals, Montreal 
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A NEW-.-BETTER--SERVICE FOR YOU 
A NEW SOUTHWESTERN BRANCH FOR US... 


Served by your local representatives, you can now take advantage of all the 
world-wide resources of V. Mueller & Company — instrument makers to the profes- 
sion since 1895. Really fine instruments—standard and special—and modern sur- 
gical equipment are available here for every field of modern surgical practice. We 
offer you intelligent service, the world’s finest quality products at moderate prices. 


Instruments For All Surgery 


Herb-Mueller Explosion-Proof Ether- 
Vapor-Vacuum Units 


Mueller Surgical Pumps 
Mueller Electronic Tonometer 


Mueller Giant Eye Magnet Instruments 


Cutter Laboratory Products 
Sutures—Dressings—All Kinds 
Rubber Goods—Sundries 

AN EXCELLENT REPAIR SERVICE 
For Diagnostic and Surgical 


CARMODY ASPIRATOR ... 


For all office, bedside, and many surgi- 
cal procedures ... Dependable, simple, 
quiet . . . Develops to 25” (Hg.) vac- e @ 
uum, spray pressure to 15 lbs... . 


Compact, portable, with vacuum gauge 
control valve, filter in spray stream, 
safety trap, full quart vacuum bottle, 
automatic thermal overload protection. 


Suction tip, cut-off, tubings included. 
Each, $145. 


Office & Hospital Equipment 


INSTRUMENT MAKERS TO THE PROFESSION SINCE 1895 


MEDICAL ARTS BUILDING 


MAIN PLANT: 330 S. HONORE ST., CHICAGO 12, ILLINOIS 


Office Sterilizers, Autoclaves 


DALLAS 1, TEXAS 
Telephone: Prospect 4881 


TENNESSEE VALLEY 
MEDICAL ASSEMBLY 


September 27 - 28, 1954 


The Read House Chattanooga, Tenn. 


Make Your Reservations Early! 


For Hotel Reservations For other information 


write 
CHATTANOOGANS, INC. 


819 Broad Street 
Chattanooga, Tenn. 


write 


ROBERT C. HART 
Executive Secretary 
108 Medical Arts Bldg. 
Chattanooga, Tenn. 


* 


This program has been approved for post- 
graduate credit by the American Academy of 
General Practice. 


FOR SALE 


The famous FENWICK SANITARI- 
UM in Covington, treating mental 
diseases, drug and alcohol addictions. 
The building is fully equipped and 
offers a wonderful opportunity. 


For full particulars call 


BUQUOI and DECKER 
Real Estate — Phone 39 
Covington, Louisiana 
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hi! 


Any moment, now, it will happen .. . a little hand 
reaching ...a puppy-tail wagging ... and suddenly 
a boy and his new dog will be tumbling together 


in the beginning of love. 


Here, in such a moment, out of the heart’s deep 
need for love begins the reaching for security 


that all of us need all our lives. 


Only in the freedom of a country like 
ours can each one of us have the 
privilege of working for the security of 
those we love. And building that 
security yields a double reward: 
happiness in our homes and strength 
for America. 


For the strength of our country is 
simply that of one secure home 
joined to another’s. 


Your security and that of your 
country begin in your home. 


Saving for security is easy! Here’s a savings 
system that really works—the Payroll Savings 
Plan for investing in United States Savings Bonds. 

This is all you do. Go to your company’s pay 
office, choose the amount you want to save—a 
couple of dollars a payday, or as much as you wish. 
That money will be set aside for you before you 
even draw your pay. And automatically invested 
in United States Series “E” Savings Bonds which 
are turned over to you. 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America, 


If you can save only $3.75 a week on the Plan, 
in 9 years and 8 months you will have $2,137.30. 

U.S. Series “E” Savings Bonds earn interest 
at an average of 3% per year, compounded semi- 
annually, when held to maturity! And they can 
go on earning interest for as long as 19 years and 
8 months if you wish, giving you back 80% more 
than you put in! 

For your sake, and your family’s, too, how about 
signing up today? 
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POSTGRADUATE COURSES 
1954-55 
Applied Physiology, September 27, 1954—January 
24, 1955 (Monday evenings—7:30) 


Evaluating and Managing Emotional Problems in 
Practice, October 8—December 17, 1954 (Fri- 
days, 2:00—5:00 p.m.) (Thanksgiving week ex- 
cluded) 


Special ECG, October 8—December 17, 1954 (Fridays, 
8:00 — 10:00 p.m.) (Thanksgiving week ex- 
cluded) 


Diagnostic Radiology, November 18-19, 1954 

Ocular Pathology, November 29—December 3, 1954 

Electrocardiography, November 29 — December 10, 
1954 

Tulane Medical Alumni Study Club, November 4-5, 
1954 


For additional information write: 
Director of Graduate Medicine 
Tulane University School of Medicine 
1430 Tulane Avenue 
New Orleans 12, Louisiana 


RADIUM and RADIUM D-+E 


(Including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium 
Laboratories 
(Owned and Directed by a Physician-Radiologist) 
HAROLD SWANBERG, B. S., M. D., 
Director 


W. C. U. Bldg. Quincy, Illinois 


1955 ANNUAL MEETING 
Louisiana State Medical Society 


NEW ORLEANS 
MAY 1-4 


PROFESSIONAL CARDS 


D. A. CASEY, M. D. 


Otolaryngology 
Fenestration Surgery 


503 California Bldg. 
3915 Jefferson Highway 


CAnal 3195 
CEdar 7256 


DR. EUGENE L. WENK 
GERIATRICS 
206 Physicians & Surgeons Bldg. 
SHREVEPORT, LA. 


GREEN CLINIC 


709 South Vienna Street 
Ruston, Louisiana 


Surgery 
Marvin T. Green, M.D. 
LaMoyne C. Bleich, M.D. 


Obstetrics and Gynecology 
Carl L. Langford, M.D. 
David M. Hall, M.D. 


Pediatrics 
Bruce W. Everist, M.D. 
O. Wharton Brown, Jr., M.D. 


Radiology 
M. Ragan Green, M.D. 


Internal Medicine 
Henry S. Roane, M.D. 
Joe L. Smith, Jr., M.D. 


Dentistry 
L. Felton Green, D.D.S. 
Benjamin C. Baugh, D.D. 


Eye, Ear, Nose and Throat 
Harold H. Harms, M.D. 
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PROFESSIONAL CARDS 


The Baton Rouge Clinic 
134 North 19th St. 


Telephone 4-1517 
Eye, Ear, Nose & Throat Obstetrics & Gynecology Urology 
Gerald Joseph, M. D. Melvin Schudmak, M. D. Mortimer Silvey, M. D. 
James K. Wood, M. D. J. P. Griffon, M. D. s 
urgery 
Medicine Joseph Sabatier, M. D. 
Cheney Joseph, M. D. Charles Mosely, M. D. 


Charles Prosser, M. D. 


SELLERS AND SANDERS CLINIC 
4414 Magnolia Street 
New Orleans 


Gynecology and Obstetrics Surgery 


Dr. Thomas Benton Sellers Dr. John T. Sanders 


Dr. Simon V. Ward Dr. Charles R. Walters 
Dr. Julius T. Davis 


DR. C. S. HOLBROOK DR. RICHARD W. VINCENT 


PRACTICE LIMITED TO NERVOUS PLASTIC AND RECONSTRUCTIVE SURGERY 
AND MENTAL DISEASES 1320 ALINE STREET 


Hours: 10 to 12, by Appointment UPtown 4797 
Office: 3431 Prytania Street 


Opposite Touro Infirmary DR. JOSE L. GARCIA-OLLER 


DR. CARL N. WAHL Neurasurgery 


Practice limited to 
MAXILLO-FACIAL AND PLASTIC 
SURGERY 


California Company Bidg. CA. 9301 


825 Maison Blanche Bldg. FRANK H. MAREK, M. D. 
MAgnolia 3216 Radiologist 
2204 So. Ryan Street Lake Charles, La. 
DR. R. ROSS, JR. Phone 4071 or 6-9242 


Practice Limited to 
X-ray and Radium Treatment 
802 Pere Marquette Bldg. CA. 0202 and Diagnosis 


J. W. DAVENPORT, JR., M. D. DR. ALFRED T. veiinmaseomaen 
Blood Classification Studies Psychiatry 
Irregular Antibody Determinations 4335 ST. CHARLES AVENUE 
Paternity Exclusion Tests an 
2700 NAPOLEON AVE. JA. 6681 - 0796 


Hours by Appointment 
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PROFESSIONAL CARDS 


DR. HARRY ZOLLER 


TEMPORAL BONE SURGERY 
and 
FENESTRATION FOR OTOSCLEROSIS 


1109 Pere Marquette Building 


RA. 2535 By Appointment 


DR. NATHAN H. POLMER 


Physical Medicine—Rehabilitation 


2209 Carondelet St. 
2-5 P.M. 


Off.: JA 3318 Res.: JA 3180 


DR. B. G. EFRON 
DR. STANLEY COHEN 


ASTHMA, HAY FEVER, AND OTHER 
ALLERGIC DISEASES 


1441 Delachaise Street New Orleans 


JAMES W. BURKS, JR., M. D. 


for 


DISEASES OF THE SKIN 
SCAR REMOVAL BY ABRASION 
Maison Blanche Building 
New Orleans 16, La. 

RA. 4829 


KENNETH A. RITTER, M. D. 


Psychiatry and Neurology 


8211 Apricot Street 
New Orleans 


WA, 2324 By Appointment 


GEORGE GAETHE, M.D. 


DERMATOLOGY 
SURGICAL PLANING FOR ACNE SCARS 


and 
OTHER SKIN DEFECTS 
300 Medical Arts Bldg. TY. 3355 


BLAISE SALATICH, D.D.S., M.D. 
PRACTICE LIMITED TO ORTHOPEDIC 
SURGERY 
1212 Maison Blanche Building 


CAnal 7697 By Appointment 


THE OWENS CLINIC 


for 
PLASTIC AND RECONSTRUCTIVE 
SURGERY 


2223 Carondelet Street 
New Orleans 13, Louisiana 
Telephone: CAnal 0106 


DR. HARTWIG M. ADLER 


EYE, EAR, NOSE AND THROAT 


Hours by appointment. 
3439 Prytania Street CH. 4094 


New Orleans 


DR. EDWARD W. WYNNE 
DR. JOE RICE FERGUSON 
Practice Limited to Pediatrics 
The Children’s Clinic Lafayette, La. 


DR. LUCIAN W. ALEXANDER 


FENESTRATION FOR OTOSCLEROSIS 
OTOLARYNGOLOGY 


1230 Maison Blanche Building 
MA. 5317 By Appointment 


WM. H. SYLL, SR., M. D. 
GENERAL SURGERY 
Hours by Appointment 


4500 Magnolia Street CH. 3778 


The Cancer Commission of the Louisiana State Medical Society 


“CANCER: A RESEARCH STORY” * 


16 mm., color, sound, showing time 28 minutes. Produced in 1953 
by Tele-Programs, New York, for the American Cancer Society. Pro- 
curable on loan from local units of the American Cancer Society. 


This is a documentary film presenting distinguished investigators 
in five avenues of research. It is narrated by Dr. Charles S. Cameron 
of the American Cancer Society. Beginning with Mendel’s experiments 
in heredity, Dr. Clarence C. Little explains in location-shooting his work 
in genetics, which has established the extent of genetic and chromosomal 
influences on the development of certain animal cancers. From genetics 
the story then goes to the work in the field of hormones. Dr. Charles 
Huggins of the University of Chicago demonstrates some of his work in 
this field. From hormones the next step is to a study of carcinogens. 
Dr. Lewis F. Fieser, Sheldon Emery Professor of Organic Chemistry at 
Harvard, explains his work in a study of the structure of chemical com- 
pounds that produce cancer and his current work in seeking steroids 
related to cholesterol formed within the body, which may prove to be 
cancer producing. Then, chemotherapy is demonstrated by Dr. C. P. 
Rhoads of the Memorial Cancer Center, New York. Dr. John Bittner, 
Professor, Division of Cancer Biology, Medical School, University of 
Minnesota, explains his work in the field of heredity and virology, using 
his “mouse-milk” factor as proving the existence of a transmissible fac- 
tor in the milk of mice, which apparent!y is responsible to some degree, 
for the development of mammary cancer in his animals. The cycle, as 


Dr. Cameron explains, is but a short step from the heredity factor to 
the Mendelian theory. 


This is an excellent picture, and it should raise a hope instead of 
inducing cancerphobia. In addition, it affords the viewer an opportunity 
to hear about progress in cancer research and the arising hope of cancer 
cure from the lips of experienced researchers in the field, men whose 
names are well known internationally. The use of nonprofessional 
actors lends authenticity to the presentation. As a film production, it 
is very well done and it can be recommended for lay audiences. 


* Reprinted from the 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, MAY 1, 1954 


Louisiana State Department of H ealth 


S. J. Phillips, M.D., M.P.H. 
State Health Officer 
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No child need be denied protection against the threat of 
rickets and vitamin A and D deficiencies. 


Mead's Oleum Percomorphum is a potent, dependable source of 
vitamins A and D .. . that can be given at a cost of about a cent a day. 


_ Specify Mead's Oleum Percomorphum .. . the 
‘ pioneer product with twenty years of successful 
’ clinical use. Dosage, 5 to 10 drops daily. 


Availabfe in 10 cc» and econdmical 50 cc. 
bottles; also in bottles of 50 and 250 capsules. 


) 
MEAD’S ||OLEUM PERCOMORPHUM 


The economical, potent vitamin A and D drops 


JOHNSON & COMPANY « EVANSVILLE, IND., U.S.A. 
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